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Foreword
Everyone knows that there are differences between women and men. The marketing and retailing industries
spend many millions of dollars on market research to understand the needs and preferences of men and
women so that they can gender-target their messages to both adults and children. They wouldn’t do it if
the evidence told them that gender-blind strategies would work just as well.
That there are differences between men and women with regard to reproduction is clear. Popular culture
and even scientific research is characterised by debates about specific sex-related issues such as pregnancy,
infertility, contraception, menstruation and prostate disorders. Yet reproductive differences are not the
only biological differences between men and women. A steadily increasing body of evidence has revealed
disparities in incidence, complaint presentation, symptoms and prognosis in many health problems, such
as HIV/AIDS, sexually transmitted diseases, cardiovascular diseases and auto-immune disorders and in the
incidence, prevalence and experience of mental ill health. Rapid progress in molecular biology has led to
the discovery of a genetic and molecular basis for sex-related differences in diseases. As we move towards
the era of personalised medicine, biological sex differences, amongst other variations, will need to be
taken into account in formulating treatments, including pharmacological interventions.
Yet even this broader understanding of the differences between men and women does not get to grips
with the complexity of gender and the way in which it influences health and wellbeing. Gender differences
encompass biology, the roles and responsibilities that society assigns to men and women and their position
in the family and community. Evidence confirms that these factors all have a great influence on the causes,
consequences and management of diseases and ill-health and on the efficacy of health promotion policies
and programmes. Gender is recognised as a risk factor in the development of mental disorders. Women
and men have marked variations in patterns of distress and in service utilisation. Depression is presently
the leading cause of the non-fatal burden of disease for women in Australia
In spite of all of this evidence about the importance of gender, mental health policy in Australia is genderblind. If gender matters to marketeers, helping them to be more effective and profitable, surely it should
also matter to governments who have a responsibility for the policies which support the health and wellbeing of the population? The message of this paper is that gender matters in policy and in practice. The
paper cites the extensive evidence that women’s mental health is influenced by biological, psychosocial,
economic and environmental factors. The high prevalence of mental distress amongst women and girls of
all ages is bound up in the totality of women’s experiences including social and economic inequality. There
is an urgent need to counter the gender-blindness of mental health policy which serves to make these
experiences invisible. Policies which reinforce this invisibility are not only ineffective; they are part of the
problem. It is time to change course.

Rosemary Calder AM
Director
Australian Health Policy Collaboration
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Executive Summary
Evidence shows that certain mental illnesses are more prevalent in women, that women use mental health
services more frequently than men, and that women would like a broader range of treatment options than are
available currently. It is an undisputed fact that women’s mental health needs are significantly different from
those of men and therefore require different responses. To date, the insights from evidence have mostly not
been translated into mainstream health policy or practice. Lack of recognition of gender at policy level and in
the provision of services is tantamount to ignoring critical factors in both the development and progression
of diseases and in developing effective, preventative interventions, diagnoses and treatments. This has serious
implications for the health of the nation, contributing to sub-optimal outcomes of mental health treatment
for women, notwithstanding increasing investment in services of all kinds in recent years.

Key Facts
• Mental disorders represent the leading cause of disability and the highest burden of non-fatal illnesses for
women in Australia
• 43% of women (3.5 million) have experienced mental illness at some time.
• Australian women are more likely than men to have experienced symptoms of a mental disorder during
the previous 12 months (22% of women compared to 18% of men)
• Young women report the highest rates of mental disorder of any population group (30% for women aged
16 to 24)
• Women are more likely than men to have (or report symptoms of) the following conditions:
• anxiety disorders – 18% (11% of men)
• affective disorder such as depression - 7% (5% of men
• eating disorders – 15% of young women have had an eating disorder at some point in their lives, and
eating disorders are the third most common chronic illness amongst young women in Australia
• deliberate self-harm – females record higher age-adjusted rates of hospitalisation due to intentional
self-harm than males across all age groups (10–14 to 60–64)
• Perinatal depression – one in five mothers of children aged 24 months or less are diagnosed with
depression. More than half of these mothers reported that their diagnosed depression was perinatal
(that is, the depression was diagnosed between pregnancy and the child’s first birthday). This represents
an estimated 111,000 Australian mothers being diagnosed with depression, and 56,000 with perinatal
depression annually.
• Multimorbid physical illnesses – women are 1.6 times as likely as men to suffer coexisting mental and
physical illness. These multimorbidities are associated with increased severity of mental illness and
increased disability
• The number of hospital admissions for specialised psychiatric care following a principal diagnosis of
recurrent depressive disorders and specific personality disorders was substantially higher for females
than males during 2007–08
• In the same period, females aged 35–44 were the highest consumers of Medicare-subsidised mental
health-related GP services
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• Women in Aboriginal and Torres Strait Islander communities have much poorer physical and mental health
than other Australians including
• much higher rates of mental health condition and higher rates of morbidity and premature mortality
associated with comorbid conditions, including diabetes and cervical and ovarian cancers
• Anxiety and depression are the foremost health problems reported by indigenous women in Australia
• The suicide rate of Aboriginal and Torres Strait Islander women is highest within the 20-24 years old
age group (21.8 per 100,000), which is more than five times higher than their corresponding nonindigenous counterparts (4.0 per 100,000

The Consequences of Mental Ill Health Amongst Women
Adverse social and economic consequences arise directly and indirectly from the burden of mental ill health
amongst women.
• Direct effects include disability, reduced life expectancy and impoverishment of individual women, with
knock-on effects for children and other family members.
• Indirect impacts include unemployment, reduced productivity increasing costs of healthcare and welfare
transfers.
• $10.7 billion annually associated with child abuse and neglect
• Numerous credible commentators have argued that without fundamental reform the entire mental health
system will become unaffordable and unsustainable

The Causes
Women’s mental health is shaped by structural inequalities of wealth and power. The determinants of mental
ill health amongst women include:
• social inequalities (Including poverty, social exclusion, racism and geography)
• impact of negative life experiences (in particular intergenerational trauma, racism and violence and abuse)
• gender expectations
There is a burgeoning evidence base which illuminates the complex connections between women’s mental
ill health and social and economic circumstances. It is particularly important to understand more about the
risks to good mental health posed by women’s unequal social and physical power and the ways in which these
risks intersect and interact with others to delineate a steep social gradient in the epidemiology of women’s
mental distress.

Service Context
Whilst there are pockets of good practice in the provision of current services to women with mental health
problems, there is little cohesion or collaboration across the various sectors, agencies and practitioners
involved with women experiencing mental distress. Women seeking help at key transition points in the life
course – when they may have to deal with overwhelming interactions between biological, social, emotional
and economic risk factors that require integrated and holistic responses – often experience extremely
negative consequences.
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Most services are designed around women’s mental health from an individual pathology perspective, whereas
the women who need these services consistently ask for a more holistic view of their lives. This is a major
challenge for the current service model.
Evidence suggests that services should include women-only spaces and women-only inpatient facilities;
attend to physical and mental health in an integrated way; provide better community support; increase
overall responsiveness to the person, not the illness; offer better learning and employment opportunities,
and more talking therapies among other initiatives. There needs to be shift in service ethos. Instead of asking
‘What is wrong with this woman?’ it is time to begin to ask ‘What does this woman need in order to be as
emotionally, socially, economically and physically well as she can be?
These problems are reflected and compounded by the lack of ‘parity of esteem’ for mental health services
compared with those for physical health. Mental health services have historically received a lower proportion
of federal and state budgets than physical health services and Medicare only covers certain kinds of mental
health services. The result is a two-tiered system in which people with financial resources and/or health
insurance can access a wider range of service options and for a longer period of time, whilst those who have
no coverage must rely on the public health system. This has negative and discriminatory impacts on women.
Women’s concentration in lower wage sectors and in part-time employment makes them more likely to be
ineligible for employee assistance programs and extended healthcare coverage.

Policy Context
Mental health policy in Australia is gender-blind and does not consider women’s mental health across the
life course. Recent reviews highlight that services and programs based on scientific advances in treatment
are not yet routinely available to meet women’s needs. Multiple, interconnected barriers prevent the
mainstreaming of best practice and the kind of fundamental reform in structures and services that might
make a real difference.
There is unequivocal evidence that some groups of women are more vulnerable than others, yet policy and
services are not only gender blind, there is growing evidence that they exacerbate inequalities between
groups of women with mental distress and between women and men. It is time to redefine the nature of the
challenges women’s mental ill health poses for health systems and society more broadly, and for an entirely
new approach to preventing and responding to it.

The Needed Reform
This paper makes a case for a new and comprehensive policy approach to improving women’s mental health
across the life course. This requires a commitment to identifying gendered risk factors and tackling them
through protective public policy measures. The following actions are proposed to federal, state and territories
governments, primary health networks, service providers and all local, regional and national bodies in order
to translate that commitment into meaningful and measurable policy implementation.

Establishing Three Underpinning Drivers
Within one year – further investment in the evidence base, through research into the causes and consequences
of women’s mental distress and what works to prevent and manage it more effectively.
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Within two years – development and preliminary implementation of a strategic approach to embedding
capability for gender-sensitive practice for mental health specialists, primary care clinicians and staff in
community and secondary health care, including maternal and child health services and hospitals.
Within three years – development of locally/regionally-relevant, gender-sensitive care pathways, including
integrated service models capable of responding holistically to girls and women across the life course

Achievement of Five Major Policy Goals
Goal 1: Responding to the life-course mental health needs of women
Goal 2: Integrating responses to physical and mental health
Goal 3: Meeting the needs of women with severe mental illnesses
Goal 4: Mainstreaming a preventative approach
Goal 5: Investing in research and service innovation

Risk Factors

Protective Mental
Health Policy

Figure 1 : Protective public policy
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1.Introduction
This paper sets out the case for a new approach to improving the mental health of women and girls. The
rationale for this approach is that there exists unequivocal evidence that women are disproportionately
affected by certain kinds of mental disorders and associated patterns of physical ill health. However, very
few evidence-based services, either preventative or treatment-related, are available to meet the specific
mental health needs of women in Australia. This is paradoxical when set against the volume of world-leading
research on women’s health, including mental health, which is being conducted across Australia. The absence
of a gender lens in federal and state mental health policy appears to be acting as a brake on service and
practice innovation; this applies across the field of health policy and in service delivery. Gender is mostly
absent, whether the focus is on the promotion of good mental health or the prevention and treatment of
high-prevalence disorders, such as depression and anxiety, which affect large numbers of women of all ages,
or less common severe mental illnesses, including psychosis and associated conditions such as suicide.
This paper is one of a series developed by the Australian Health Policy Collaboration (AHPC) setting out
a roadmap for reversing the rising tide of chronic disease. A significant proportion of the chronic disease
burden can be prevented, and another significant proportion can be managed much more effectively than
at present. Women’s mental health is especially critical, because the evidence reflects particularly poor
prevention and management at most stages of the life course. These systemic deficiencies lead to severe
mental and physical suffering, disability and impoverishment for individual women; they also have broader
social and economic impacts. There is strong national and international evidence about the ‘long shadow
forward’ which mothers’ mental illness casts on their children’s development; similarly, economic evidence
reinforces the vital and growing economic contribution of women’s participation in the workforce. Women’s
economic productivity is one of the keys to the success of modern economies, as well as to family prosperity.
Strong social and economic policy should seek to enhance women’s productivity and tackle the factors and
forces that reduce it, including poor mental and physical health. Additional evidence highlights the avoidable
costs that accrue when women are so disabled by mental and physical ill health that they cannot perform the
range of caring tasks that are currently part and parcel of gendered social roles.
It is now time to act on the evidence to tackle the scourge of chronic mental ill health amongst women.
Improving women’s health – and in particular taking specific, evidence-based action to tackle mental
illnesses amongst women and girls most at risk – will also strengthen the wellbeing of children, families and
communities, representing a high social return on investment.
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2. The Evidence Base
This paper draws primarily on the evidence set out in important reports from the Australian Women’s Health
Network (AWHN) (Kulkarni 2012) and the Australian Longitudinal Survey of Women’s Health (ALSWH)
(Holden et al. 2013). The authors of these reports reviewed the evidence about the trends in and impacts of
mental illness amongst women, and its relationship with a range of chronic physical illnesses. These reviews
provide evidence for broadening the policy frame to encompass the range of risks to mental health which
women face at various points across the life course.
The ALSWH and AWHN reports provide important contemporary evidence about the risk factors that shape
the mental health trajectories of girls and women in Australia, and the factors that influence outcomes at
different stages of the life course. This work makes a contribution towards filling gaps in the evidence base.
To date there has been little, if any, policy action reflecting the influence and impacts of gender as measured
in longitudinal and other studies of mental health. In addition, treatment and other service level data are
frequently not gender-disaggregated, making it difficult to judge the appropriateness of interventions for
women as well as for men (Kulkarni 2012). Lack of data extends to issues that have been key goals of federal
policy, including perinatal and postnatal mental health initiatives (Austin et al. 2012).
This paper considers the accumulating evidence of ‘what works’ – interventions that are effective in tackling
the causes and ameliorating the negative outcomes of mental illness. However, much of this is undifferentiated
by gender or relates to outcomes for men or boys. Stronger evidence exists in relation to the maternal
transition than in all other areas. Australian and international outcome-focused evaluation of services for
women at risk is very limited. Alarmingly, there is a gap in the empirical literature on the determinants of
mental illness in Aborigine and Torres Strait Islander women. Similarly, evidence on the cost-effectiveness
of interventions is limited (though accumulating) in mental health and what exists is mostly gender-neutral.
These limitations are significant and have implications for the development and implementation of future
policy.
Finally, it was not possible to locate data relating to:
• direct costs of treating comorbid mental and physical illness amongst women, although multimorbidity
is highly prevalent and there are distinctive gender differences in patterns of illness and treatment; and
• robust economic analyses of the indirect costs of women’s mental disorders to the Australian economy.
The AHPC has commissioned research from the Victorian Institute for Strategic Economic Studies (VISES) at
Victoria University to begin to address these important gaps. In the interim, the financial impacts are inferred
from other resources.
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3. Mental Illness or Mental Health?
One of the problems in attempting to shape a new approach to addressing mental health and mental illness
in the population is that the terms themselves are often not well-understood and are used interchangeably.
There is general agreement among those affected by mental health problems, or working in the field of
mental health, that there is no universally acceptable lexicon for or cultural understanding between all the
people affected by the experience of mental health problems. The result is that language in this field is
particularly contested, revisited and renewed. This has particular salience in the Australian context given the
recognition of the range of factors that may affect the validity of mental illness diagnoses in cultural groups
such as the Aboriginal and Torres Strait Islander populations. These include the standards of what constitutes
scientific evidence, the meaning and uses of ethnic and racial categories, interpretations of differences in
prevalence rates for mental disorders, and the tension between universal and group-specific approaches to
mental health research and policy (Chang 2003). Notwithstanding this contested terrain, for the purposes
of this paper AHPC proposes broad, inclusive and critically, population-focused definitions, in order to clarify
the required scope of new policy.

Box 1: Definitions of mental health and mental illness. Source: Davies (2014)

Mental Health and Mental Illness – Population-Focused Deﬁnitions
Mental health – This overarching term denotes the mental health variations in populations. It
includes mental health promotion, mental illness prevention and treatment and rehabilitation, and
social and emotional wellbeing. It is important to acknowledge that these terms may be inﬂuenced
by culture, particularly those which have more holistic views of health than Western culture. Mental
health generally relates to the ability to enjoy life, be happy, fulﬁl goals and potentials, cope with
adversity and be connected to others.
Mental illness – This is a description of the experience, deﬁning attributes or diagnosis of those who
meet ICD-10 or DSM-5 (established international classiﬁcations of mental illness) criteria for mental
disorders. It includes common or high-prevalence mental disorders (eg. anxiety, depression) which
aﬀect nearly one in four of the population, and severe mental illnesses (eg. psychosis) which are less
common, aﬀecting 0.5–1%.
On the basis of these definitions, a case is made for a comprehensive new policy approach to improving
women’s mental health involving the following dimensions:
• responding to the life-course mental health needs of women;
• effectively meeting the needs of women with mental illnesses;
• integrating responses to the physical health consequences of mental illness in women;
• mainstreaming preventive approaches; and
• investing in research and service innovation.
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4. Women’s Contribution to Australia
Over 50% of the Australian population is female. Trends over the last 30 years in Australia demonstrate that
women have increased their education, employment, hours worked and earnings both absolutely and relative
to men. They have moved in large numbers from the low to high education groups, and into higher-status
occupations (Richardson et al. 2014). In 2014-15, the labour force participation rate of people aged 20-74
years was 65.1% for women and 78.3% for men. Moreover, women are working longer. Between 2001-02 and
2014-15, the participation rate for women aged 55-64 increased from 38.3% to 56.5%, an increase of 18.2%:
the highest increase in all age groups for both men and women over this time (ABS 2016).
Australian women now represent almost 46% of employees and contribute 36% of employee earnings. They
are the breadwinners for a quarter of employed couples with children (Richardson et al 2014). Women’s
contributing in these ways is good for the Australian economy. It has been estimated that increasing women’s
participation in the labour force to 62.4% (the same level as Canada) would lift Australia’s gross domestic
product (GDP) by $25 billion in the next decade (Daley et al. 2012). These profound social changes, whilst
reflecting positive achievements by Australian women, have a wide range of important social as well as
economic consequences. Enhanced choices about reproduction, family composition and family formation
create an increasingly complex social context influencing the health and wellbeing of women. Women’s
abilities to make their vital contributions as workers, mothers, carers and citizens are enabled or undermined
by a range of structural conditions (Daley et al. 2012) including many which also affect their mental health
(WHO 2000).
The female population of Australia is ageing, with significant implications for the Australian health system.
Increasing prevalence of poor health and disability among older women translates into a stronger demand
for Medicare services (DoHA 2010). There is extensive evidence, summarised in the subsequent discussion,
that chronic diseases of all kinds will drive this demand without effective action targeted at specific risk
factors and disease patterns amongst women and earlier intervention to prevent, treat and manage chronic
diseases, including mental health conditions of all kinds. It is vitally important that ways are found to maximise
the possibility of maintaining good health, both physical and mental, into older age so that disability and
dependency is reduced and women can remain active participants in society for as long as possible. This is in
the interests of individual women, families and society as whole.
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5. Mental Illness in Australian Women
5.1 Introduction
Mental health, like other dimensions of health, has gender based characteristics and patterns. Women are
exposed to a particular range of social, economic and biological risk factors that can increase the risk of poor
mental health. Women disproportionately experience some mental health disorders and are more frequently
subject to the social causes that lead to mental illness and psychosocial distress. These gendered dimensions,
are important and complex and have implications for policy, service models and professional practice.

5.2 Overall Burden of Disease
Mental disorders represent the leading cause of disability and the highest burden of non-fatal illnesses for
women in Australia (Begg et al. 2008, Commonwealth of Australia, 2010). In Australia in 2007, 43% of women
(3.5 million) had experienced mental illness at some time. Moreover, Australian women are more likely than
men to have experienced symptoms of a mental disorder during the previous 12 months (22% of women
compared to 18% of men although men have a higher lifetime prevalence), with young women reporting the
highest rates (30% for women aged 16 to 24) (ABS 2012). Women are more likely than men to have (or report
symptoms of) the following conditions:
• anxiety disorders – 18% (11% of men) (AIHW 2014);
• affective disorder such as depression - 7% (5% of men) (AIHW 2014);
• eating disorders – 15% of young women have had an eating disorder at some point in their lives, and eating
disorders are the third most common chronic illness amongst young women in Australia (National Eating
Disorders Collaboration 2012);1
• deliberate self-harm – females record higher age-adjusted rates of hospitalisation due to intentional selfharm than males across all age groups (10–14 to 60–64) (AIHW 2104);
• perinatal depression – one in five mothers of children aged 24 months or less are diagnosed with
depression. More than half of these mothers reported that their diagnosed depression was perinatal
(that is, the depression was diagnosed between pregnancy and the child’s first birthday). This represents
an estimated 111,000 Australian mothers being diagnosed with depression, and 56,000 with perinatal
depression annually. Further, of all the cases of diagnosed depression, just over one in five were diagnosed
for the first time perinatally (AIHW 2012a); and
• multimorbid physical illnesses – women are 1.6 times as likely as men to suffer coexisting mental and
physical illness. These multimorbidities are associated with increased severity of mental illness and
increased disability (AIHW 2007).
In addition, the number of hospital admissions for specialised psychiatric care following a principal diagnosis
of recurrent depressive disorders and specific personality disorders was substantially higher for females than
males during 2007–08 (AIHW 2014). In the same period, females aged 35–44 were the highest consumers
of Medicare-subsidised mental health-related GP services (Britt et al. 2012).
1
Men also suffer from eating disorders. Large population studies suggest that up to a quarter of people suffering with
anorexia nervosa or bulimia nervosa are male, and almost an equal number of males and females suffer with binge eating disorder. We
also know that under-diagnosis and cultural stigma mean that the actual proportion of males with eating disorders could be higher.
However, eating disorders of all kinds predominantly affect females.
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Tables 1 and 2 below outline the prevalence of mental illness and physical illness comorbidity in Australia by
gender. Table 2 presents particularly compelling evidence about the heavy burden of physical illness borne
by women with high-prevalence mental health conditions such as anxiety.

Table 1: Summary of mental health and physical condition comorbidity, 2007
Men

Women
Median Age

Group

%

Persons
Median Age

%

age

Median Age
%

age

age

No lifetime mental disorder

51.9

44

57.1

47

54.5

45

Any lifetime mental disorder

48.1

42

42.9

41

45.5

41

Any 12-month mental disorder

17.6

38

22.3

37

20.0

37

Comorbidity of 12-month mental
disorder and physical condition

8.9

42

14.5

42

11.7

42

All persons aged 16–85

100

43

100

43

100

43

Source: Slade et al. 2009

Table 2: Prevalences of selected speciﬁc mental and physical comorbidities, 2007
Comorbidity

(’000)

(%)

Aﬀective disorder, any physical condition

249

395

644

3.1

4.9

4.0

Anxiety disorder, any physical condition

456

966

1,422

5.7

12.0

8.9

Substance use disorder, any physical condition

255

149

404

3.2

1.8

2.5

Arthritis, rheumatism or gout, any mental disorder

155

301

455

1.9

3.7

2.8

Asthma, any mental disorder

139

257

396

1.7

3.2

2.5

Cancer, any mental disorder

40

51

91

0.5

0.6

0.6

Diabetes, any mental disorder

58

82

140

0.7

1.0

0.9

Heart problem, any mental disorder

167

224

391

2.1

2.8

2.4

Stroke, any mental disorder

12

15

27

0.1

0.2

0.2

Source: Slade et al. 2009
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5.3 Women’s Mental Health Across the Life Course
Women’s mental health needs are different across the life course. During child-bearing years women may
require mental health supports related to pregnancy and post-partum depression, especially if they have
pre-existing mental disorders (Arnold et al. 2002, Cohen et al. 2004). Women of all ages, including peri and
post-menopausal women, struggle with body image and eating disorders although they are more prevalent
in younger women (Power & Parsons 2002).

5.3.1 Young Women
Studies of high school students suggest that gendered patterns of mental illness begin in youth. The second
Australian Child and Adolescent Survey of Mental Health and Wellbeing provides worrying, contemporary
evidence about the mental health of young women (Lawrence et al. 2015). Nearly one in five teenage girls
was found to meet the clinical criteria for depression (based on their own reports). Around one quarter of
teenage girls in the 16–17-year age range reported deliberately injuring themselves at some point in their
lives. Whilst rates of suicide amongst men are markedly higher than amongst women in all age cohorts, it
is of concern is that the trend in increased suicide and suicidality is amongst younger women. Five years
ago, three-quarters of deaths by suicide were men. In 2013, 637 Australian women and girls died by suicide.
Suicide is the leading cause of death among women aged between 20 and 34 years old. The suicide rate
is highest among women aged 40 to 44 years old at 9.4 deaths per year per 100,000 women (Harrison &
Henley 2014). Overall, the mental health of young Australian women appears to be worse than that of young
men (Mission Australia 2015). Data from the ALSWH shows an alarming prevalence of poor mental health in
the most recent cohort of participants and reinforces these findings.

5.3.2 Adult Women
This gendered diagnostic pattern continues into adulthood although with marked fluctuations across the
lie course. The ALSWH data on symptoms of psychological distress, depression, and anxiety show that the
prevalence of mental distress for the older and mid-aged cohorts of women involved in the study decreased
over time. The overall pattern of decreased prevalence with age found in this study is consistent with other
Australian (Slade et al. 2009) and overseas studies (Martin-Merino et al. 2010). For example, the Australian
2007 National Survey of Mental Health and Wellbeing reported the prevalence of mental health disorders
decreased from nearly 30% amongst young women aged 16–24 years to approximately 7% amongst women
aged 75+ (Slade et al. 2009). It is important to acknowledge that the mental health of adult women is an
evolving focus for research. These data need to be understood in the context of a number of variables
including history of exposure to violence, poverty, transition to caring and the impacts of menopause
amongst others. One study reports a number of significant health-related quality of life impacts on women
during the menopausal transition including depression and stress ( Avis et al. 2009)

5.3.3 Older Women
The pattern for much older women appears to be different again, with an increase in psychological distress
in late old age (>85 years of age). Older women also have particular mental health needs related to loss,
multimorbidity, depression and dementia. The likelihood of dementia increases with age, and women are
twice as likely as men to develop dementia, in part because of their greater longevity (Alzheimer’s Disease
International 2015). Despite this, little research exists on the progress of depression and other mental
disorders in older women in Australia and services and interventions are gender-blind and scarce, particularly
7
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in rural areas (Alston et al. 2006). A recent systematic review (Luppa et al. 2012) reported increasing rates of
psychological disorders in the oldest age groups (85–89 years and >90 years) yet particularly low utilisation
of treatment (Byles et al. 2011). National and international data point to high rates of hospital admission for
mental health needs and high rates of depression in clinical and aged care settings (Rich et al. 2013).
International evidence suggests that this is a global challenge and at the international level calls to acknowledge
and prioritise dementia as a global women’s health issue are emerging. Policies designed to address issues
around gender and ageing have been developed by the United Nations (UN) amongst other global institutions,
along with a more specific focus on the challenges faced by older women, given the changing demographics
of this population world-wide; however, a recent review (United Nations 2015) shows that very little has been
done anywhere to address the challenges of older women since the publication of the first UN report on
gender and ageing in 2002 (United Nations 2002). In the dementia literature, men and women are compared
but rarely in the context of gender roles and identities (Baker & Robertson 2008). Baker and Robertson’s
review highlighted that very few research reports mentioned the health challenges faced by older women;
none referred to dementia or other mental health issues experienced by older women. It is hardly surprising
that older women, and in particular women with dementia, have been termed ‘a marginalised majority’
(Alzheimer’s Disease International 2015).
These figures suggest a biological contribution to mental states, however, this does not discount evidence,
much of it cited in the same studies, that these states are highly influenced by a range of psycho-social
factors including social support, quality of family and other relationships, level of income, access to childcare,
access to health services and the quality of employment.

5.4 Women’s Physical and Mental Health are Linked
5.4.1 Multimorbidity
Multimorbidity – or the coexistence of more than one disease in the same individual – is common among
people with a mental disorder, and as might be expected, people with multiple disorders are more disabled
and consume more health resources than those with only one disorder (ABS 2008). Data from the 2007
National Survey of Mental Health and Wellbeing indicates that 12% of Australians aged 16–85 had a mental
disorder and a physical condition concurrently, and that these people were more likely to be female and aged
in their early forties (ABS 2008). The most commonly seen cluster of conditions (9%) was an anxiety disorder
combined with a physical condition, affecting about 1.4 million Australian adults (ABS 2008). In general,
comorbidity increased with increasing disadvantage. For example, people living in the most disadvantaged
areas of Australia were 65% more likely to have comorbidity than those living in the least disadvantaged areas
(AIHW 2012b).
The ALSWH highlights the potential for poor mental health, particularly anxiety and depression, to compound
physical health problems for women (Holden et al. 2013). There is evidence that the relationship between
mental and physical health is ‘bi-directional’, and in situations involving multiple disease conditions affecting
both physical and mental health, one is a risk factor for the other (Moussavi et al. 2007). Poor mental health
appears to put both men and women at risk of developing or exacerbating a range of health conditions which
are recognised as high priority, including diabetes, stroke, cardiovascular disease and arthritis (Naylor et al.
2012), suggesting strongly that greater emphasis should be placed on treating the psychological components
of multimorbidity. There are some worrying indications in the ALSWH’s findings that the well-documented
associations between poor mental health and long-term, chronic physical conditions, including diabetes and
stroke, are strong (and increasing) even amongst the younger cohort of women. If these trends are not
halted or reversed they represent a ticking time-bomb of chronic physical and mental ill health in women that
8
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will have significant societal and economic consequences into the future (Holden et al. 2013). The AHPC has
set out the extensive data on the detrimental impacts of poor mental health on chronic disease outcomes
in a recent paper. This paper, Beyond the Fragments: the Costs & Consequences of Chronic Physical and Mental
Diseases (Duggan 2015) proposes a series of policy measures to establish an integrated, approach to the
identification, treatment and management of chronic physical and mental conditions.

5.4.2 Life Expectancy and Severe Mental Illness
There is particular cause for concern about the physical health and life expectancy of women with severe
mental illness. It is known that people living with serious mental illness have higher rates of major physical
illnesses than their counterparts in the general population and significantly shorter lives, only partly due to
the higher rate of suicide amongst this group (Bagnall 2014). Increasingly, the evidence points to the alarming
fact that most of this premature mortality is associated with deaths from chronic physical diseases such as
cardiovascular disease, cancer and respiratory disease rather than suicide as previously thought (Colton &
Manderscheid 2006, Robson & Grey 2007).
One recent study estimated the life expectancy of psychiatric patients in Western Australia using linked
mental health information systems and death registration records over the period 1985 to 2005 (Lawrence
et al. 2013). A disturbing finding was that the gap in life expectancy between psychiatric patients with a
primary diagnosis of schizophrenia and the general population had widened for both men and women. During
this period the gap in life expectancy for males in the state increased from 13.5 years in 1985 to 15.9 years in
2005 for all mental disorders combined. For females, the gap increased from 10.4 years in 1985 to 12.0 years
in 2005. Similar gaps were observed for men and women with other diagnoses. Table 3 shows an increase in
death rates for men and women with primary mental health diagnoses found in this study.
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Table 3: Changes in death rates amongst men & women with mental health diagnoses in WA, 1983 to
2007
Primary
diagnoses

Males

Females

1983-87

2003-07

1983-87

2003-07

Active
cases

Deaths

Active
cases

Deaths

Active
cases

Deaths

Active
cases

Deaths

Alcohol or
drug disorders

5,198

438

8,163

764

1,665

95

4,191

209

Schizophrenia

3,440

228

8,073

399

2,733

182

5,027

283

Affective
psychosis

2,995

130

8,798

537

5,402

160

14,537

660

Other
psychoses

1,973

178

2,753

531

1,823

182

1,941

456

Neurotic
disorders

2,732

97

4,988

372

5,153

129

8,633

561

Stress or
adjustment
reaction

3,918

67

9563

381

6,032

44

13,673

312

Depressive
disorder

3,501

193

7,630

719

6,891

213

13,813

750

Other mental 5,312
disorder

79

17,888

444

3,824

56

19,743

310

Total

1,410

67,856

4,147

33,523

1,061

81,558

3,544

29,069

Source: Lawrence et al. 2013
Recent international reviews demonstrate that people with psychosis receive sub-optimal health care despite
being at high risk for serious physical disorders (De Hert et al. 2011a, Thornicroft 2009). In this context, it is
unsurprising that people with mental illnesses find it difficult to seek clinical and other forms of support for
their multiple health needs. Lawrence et al (2013) found that only 35% of people with a mental disorder had
sought advice or treatment for a mental health problem in the 12 months prior to the survey, and most had
seen a general practitioner. Only half of those who were disabled or had multimorbidities had consulted a professional. The literature strongly implicates negative and discriminatory attitudes of health care staff in primary
and secondary care as well as in specialist settings as inhibitors of help-seeking by people with mental illnesses
and associated physical health needs (De Hert et al. 2011a). This may be a contributory factor to premature
mortality amongst people with severe mental illness. A recent study in New Zealand (see Box 2) found that
women with breast cancer and a history of mental illness have much poorer survival rates than other women
under 65. Women with mental illnesses need gender-sensitive specialist and non-specialist services, capable of
addressing the complex relationship between mental and physical health needs in integrated, non-judgmental
ways (Judd et al. 2009). This presents significant challenges for health service cultures, ethos and professional
training in all disciplines. Further gender-specific research into the prevention and management of multimorbidity in women is urgently required.
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Box 2: Mental illness and breast cancer survival
Breast cancer is one of the most common causes of premature mortality among women in developed
countries. Women with a history of mental illness tend to have poorer outcomes from medical conditions than
women without such a history, but until recently, it was not known if this was also the case for breast cancer.
A New Zealand-based research project, led by Dr Ruth Cunningham at the University of Otago, investigated the
survival diﬀerences between these groups of women in order to improve outcomes for women with mental
illnesses. Research in this area is complex as psychiatric illness is not homogenous, and both survival and its
contributing factors vary by the type of mental health problem experienced.
Dr Cunningham and her colleagues aimed to quantify the eﬀect of recent serious mental illness on survival
from breast cancer. They examined the inﬂuence of psychiatric diagnosis and factors such as other medical
conditions and late stage at diagnosis on survival. To achieve this, they analysed data from New Zealand’s
Cancer Registry on all breast cancers diagnosed between January 2006 and December 2010 in women under
65 and linked this data to national specialist mental health service records (inpatient and community) from
January 2001 to December 2010.
A total of 8,762 women with a diagnosis of breast cancer were identiﬁed, of whom 440 had had contact with
mental health services in the ﬁve years prior to cancer diagnosis. These women were divided into two groups,
those with a diagnosis of functional psychosis (mainly schizophrenia, bipolar aﬀective disorder, and
schizoaﬀective disorder) (Group A) and those with service use but either another diagnosis or no recorded
diagnosis (Group B). One quarter (112) of the women studied were in Group A. The authors compared the
cancer-speciﬁc survival of those with recent mental health service use and those without, and investigated the
contribution of demographic confounders and individual factors likely to be on the causal pathway
(deprivation, comorbidity, and stage at diagnosis).
The analysis found that women with a history of mental health service use (Groups A and B combined) were
nearly twice as likely to die from their cancer than other women without such a history after adjusting for
confounding by age and ethnicity, and women in Group A had two and half times the risk. The factors
contributing to poor survival diﬀered across the two groups. Comorbidity was a contributor for both groups,
but stage was only an important contributor to survival diﬀerences for Group A. For women using mental
health services without a diagnosis of a psychotic disorder (Group B), stage was not a factor in survival
diﬀerences, and there was no sole reason for their poorer survival.
After adjustment for all available factors, a substantial survival diﬀerence remained, and was similar in
magnitude for Group A and Group B. The results were not substantially diﬀerent when all-cause survival was
used as an outcome measure. The study concluded that women with a history of recent mental health service
use have poorer survival after diagnosis with breast cancer than other women under 65, even after adjusting
for individual confounding and mediating factors. It is likely that failure to provide equal cancer care is an
important factor in the remaining diﬀerences in survival, and this possibility requires further exploration.
Women with experience of psychotic disorders (Group A) have much poorer survival than women who have
not used mental health services, which is largely attributable to later stage at diagnosis.

Source: Cunningham et al. 2010

11

Investing in Women's Mental Health
Strengthening the Foundations for Women, Families and the Australian Economy

Policy Paper No 02-2016
April 2016

6. Influences on of Women’s Mental Health
6.1 Introduction
Mental health (like physical health) is clearly gendered. Men and women have different patterns of mental
illness and other forms of mental distress and they are exposed to different risk factors and vulnerabilities.
Various theories have been proposed for the gender differences in the prevalence of mental health problems
and women’s greater vulnerability to depression, anxiety and physical comorbidities. These can be summarised
in three broad categories: ‘women’s bodies’ or biological theories, ‘women’s personalities’ or psychological
theories, and ‘women’s lives’ or social theories (Stoppard 2000).
Recent evidence, including that of the ALSWH and the AWHN, indicates that a fuller understanding of the
causes and patterns of women’s mental illness requires a synthesis of all of these perspectives. This enables
a distinction to be made between sex differences (those which are biological) and gender differences (those
which result from the social roles, expectations and structures that differ for women and men). Contemporary
evidence generally points to the greater importance of a gender-based than a sex-based explanation for the
differences between men’s and women’s mental health; that is that these differences arise from the social
roles and cultural expectations of men and women, rather than their biology (Kulkarni 2012, WHO 2012).

6.2 Gender and the Shaping of Risk
Gendered explanations are relevant to understanding the variations of health and disease amongst men and
women in the population and are particularly helpful in understanding why certain groups of girls and women
are at risk of poor mental health. It is suggested that three key gendered factors in interaction shape risks
across the life course for women. These are defined in Figure 2 below. Some women are at particularly
high risk of mental illness due to the interrelated dynamics of social inequalities, the impact of negative life
experiences (in particular violence and abuse) and gender expectations. The ways in which these risks affect
mental health are considered in the subsequent discussion.

Social
Inequalities
Multimorbidities

Gender
Expectations

Trauma

Anxiety &
Depression

Abuse &
Violence

Figure 2: Gendered risk factors for women. Source: McNeish & Scott (2014)
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6.3 Social Inequalities
Girls are born into a world structured by inequality – where by virtue of their gender they are likely to earn
less money than men, have less freedom than men, undertake certain kinds of work and spend more time
looking after other people than men. It is worth noting that recent Australian statistics on economic security
show that the average female wage is 87% of the average male wage and that figure has remained constant
for over a decade (ABS 2016). These Australian Bureau of Statistics data also show the following:
• In 2014-15, over two in five employed women worked part time (43.8%), compared with 14.6% of employed
men. This number rose to 62.2% for employed women with a child under 5 (while part-time rates for
fathers of young children were just 7.7%).
• Men aged 55-64 in 2013-14 had a much higher average superannuation balance than women the same
age: $321,993 compared with $180,013. There was less discrepancy between men and women aged 44
years and younger but male superannuation balances were still higher in every age group. Just under a
quarter (24.6%) of women aged 15-54 years had no superannuation, compared with 20.5% of men this
age. Around 32% of women born overseas had no superannuation coverage.
These and other data illustrate the scale of women’s economic disadvantage. Gender inequality affects all
women, but there is a gradient of gendered disadvantage, with most white, middle-class women higher on
the scale and poor women and those from culturally & linguistically diverse (CALD) or Aboriginal and Torres
Strait Islander communities lower down (Platt 2010).

6.4 Negative Life Experiences
Women in disadvantaged circumstances are at greater risk of some kinds of abuse. It has been argued that the
experience of domestic violence is ubiquitous, cutting across social class divisions. Whilst this is an important
point to make, there is evidence that poverty and unemployment increases the vulnerability of women to
both domestic violence and sexual assault (Humphreys 2007). Poor women are more likely to experience
more extreme domestic violence and to experience sexual and physical abuse as both children and adults
(Edwards et al. 2007). Women in the least advantaged groups are the most likely to suffer the most extensive
abuse across the life course (Scott et al. 2015). Gendered violence and abuse is a product of gendered power
relations. Hence, some of the most severe abuse of girls and women, such as trafficking and involvement in
gangs, occurs within the most male-dominated families, subcultures and coercive contexts (Beckett et al.
2013). Research shows that girls are at greater risk of most kinds of abuse, including severe maltreatment by
a parent during childhood and child sexual abuse (McNeish & Scott 2014). Compared with the sexual abuse of
boys, the sexual abuse of girls is more likely to be perpetrated by family members, to begin at an earlier age
and to occur repeatedly. The sexual abuse of boys is more likely to be perpetrated by non-family members,
to occur later in childhood and to be a single incident (Pereda et al. 2009, Radford et al. 2011).
Responses to adversity, including abuse, tend to be differentiated by gender, with boys more likely to
externalise problems (and act out anger and distress through antisocial behaviour) and girls more likely to
internalise their responses in the form of depression and self-harming behaviours (Green et al. 2002). These
findings are reflected in the 2015 Survey of Child and Adolescent Mental Health and Wellbeing (Lawrence et
al. 2015). Responses to the abuse of girls and boys also tend to be different, with girls more often regarded
as complicit in or to blame for their own abuse (Green et al. 2002).
Childhood sexual abuse is strongly linked to poor physical and mental health in adulthood (Coles et al. 2015)
and the negative outcomes of violence and abuse increase the risk of further victimisation. For example,
women who become homeless, misuse drugs and/or become involved in criminality are highly likely to
13

Investing in Women's Mental Health
Strengthening the Foundations for Women, Families and the Australian Economy

Policy Paper No 02-2016
April 2016

experience further violence (McNeish & Scott 2014). It is argued that to really understand and respond
to the impacts of violence and abuse within our communities, it is important to move “beyond the silos of
‘child abuse’ and ‘intimate partner’ violence to address the lifetime experience of girls and women affected
by it” (Coles et al. 2015, p.1940). This requires a new framework for policy and action involving investment
in a comprehensive research framework and innovative, locally-focused, partnership-based approaches to
upstream prevention as well as long-term collaboration between health services, particularly primary health
care providers, community agencies, specialist mental health, women’s health and violence services and legal
and protective services.

6.4.1 Gendered Expectations
Attitudes to violence against women are tied up with gender expectations which shape beliefs and attitudes
about what it is to be either a man or a woman. It is suggested that gender socialisation normalises inequality
– it makes it simply the way things are (McNeish & Scott 2014). There is considerable evidence that girls and
boys are socialised differently from infancy and that there are differences in how parents behave towards them
(Lytton & Romney 1991). Children learn gender stereotypes early and begin to be anxious about behaving
in ways that are gender-appropriate (Pomerleau et al. 1990). Gendered hierarchies are discernible within
children’s relationships at an early age and later in teenage relationships (Firmin 2013). Girls in particular set
limits to self-expression and behaviour and appear to be resigned to the experience of ‘everyday sexism’
and sexual harassment including by social media (Renold 2013). Indeed, in a deeply sexualised culture, girls
are more likely to wear ‘concealing’ clothes, not revealing ones, in an effort to avoid harassment (Renold
2013). Not all women and girls conform with gender expectations fully and some reject them completely,
but such rejection has consequences and the responses of others can be unsupportive and involve social
exclusion, extreme intolerance and violence (Moore 1994). Hardly surprisingly, both young men and young
women feel an inexorable pressure to be ‘normal’ irrespective of the costs to personal identities and mental
wellbeing (Martino & Pallotta-Chiarolli 2005). ‘Normality’ for women can involve subordination to men and
the development of ‘acceptable’ female behaviours that include being useful, pleasing and compliant and
caring for others. These same characteristics can be risk factors for women’s mental health as they make it
harder for women to put their own needs first, to look after their own interests and respond to life stress and
exploitation in self-protective ways (Williams 1996).

6.5 Specific Risks to Women’s Mental Health
The ALSWH points to complex associations of social demographic factors and health behaviours that affect
mental health outcomes (Fan et al. 2009, Beydoun & Wang 2010).
• Lower education and low income are associated with greater risk of psychological distress (Tooth & Mishra
2013), with particular impacts on young women who achieve lower levels of education than their parents.
• Sole parents, most of whom are women, are particularly vulnerable to poor mental and physical heath and
poverty (Loxton et al. 2006). This, in turn, impacts on children (AIHW 2012b). Parental poverty is associated
with adult mental and physical ill health and with child mental health conditions, youth delinquency, and
attention problems in children aged five years and older. Additionally, mental health problems in children
frequently continue into adulthood (De Genna et al. 2006).
• Non-participation in the workforce is associated with increased odds of poor mental health in women (Fan
et al. 2009). These findings are also supported by recent Household, Income and Labour Dynamics in
Australia (HILDA) survey data (Cvetkovski et al. 2012).
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• A variety of lifestyle factors affect the mental health of women over time. For example, smoking
is implicated in a bi-directional way in mental health problems. Poor mental health is associated with
subsequent smoking and smoking is associated with poor mental health (Leung et al. 2011). Dietary patterns
appear to be associated with mental health status (Rienks et al. 2013). Recent research also indicates that
women are experiencing increasing rates of alcohol, ecstasy and both legal and illegal drug abuse (Fan et
al. 2009). Low levels of physical activity are also associated with poorer mental health (Beydoun & Wang
2010). All of these behaviours are risk factors for the development of chronic physical illness.
• Interpersonal factors play an integral role in the onset, maintenance and remission of mental health
conditions (King-Casas & Chiu 2012). Intimate partner violence (an estimated 23% of Australian women
have experienced some form of domestic violence) is strongly associated with long-term mental ill health,
with effects persisting long into the future, even when violence has ceased (Goodman et al. 2009, Dillon
et al. 2013).
• Trauma, in particular childhood sexual abuse (CSA), can have lifelong impacts on women’s mental health.
The ALSWH cite evidence suggesting that 18% of Australian women report CSA experiences before they
were 16 years old (Coles et al. 2015).
• Social support is important for maintaining mental health; however, mental health also affects the nature
and quality of interactions with friends and family. Poor social support can lead to poor mental health, and
likewise, poor mental health can lead to poor social support (Rosenquist et al. 2011, Van Lente et al. 2012,
Holden et al. 2014).
• Geography can influence health. Women who live in regional, rural and remote areas face disadvantages
that can reduce both mental and physical health compared to their urban counterparts, including greater
difficulty in accessing both primary care and specialist mental health services (Alston et al. 2006, DoljaGore et al. 2014). While men and women with mental disorders were equally likely to use the services
of a psychologist for mental health problems, people from major cities were almost twice as likely to
have used a psychologist (15%) as those from other areas (8%). This may be related to lack of access to
such services in more remote areas or to a perceived lack of confidentiality in a small community. Other
factors include disproportionate exposure of women living in remote and rural areas to other risk factors,
including domestic and family violence and alcohol consumption (National Rural Health Alliance 2014).
• Carers experience poorer mental and physical health than non-carers. Those who provide live-in care
have particularly poor mental health and associated economic disadvantages (Hirst 2005, Cummins et al.
2007, Edwards et al. 2008, Access Economics 2010, Tooth & Mishra 2011).
• Life events and their timing, including biological life-cycle events such as childbirth and menopause, may trigger
mental illness. Women who had their first child at an early age (<25 years of age ) can experience ongoing
poor mental health, particularly if contending with other measurable stress factors such as moving house,
the death of a family member and starting a new job (Yelland et al. 2010). Amongst widowed women,
mental health is lowest within the first year following the death of the spouse. Separation from partner
and/or divorce is associated with persistent, negative impacts on mental health (LaPierre 2012).
• Women who are refugees or from CALD backgrounds have substantially raised levels of mental illness, with
higher incidence rates of all clinically relevant mental disorders across the whole life course (Rich et al.
2013). Other evidence suggests that there is a ‘dose-response’ impact on mental health. Refugees who
have been exposed to multiple forms of trauma exhibit significantly higher levels of mental distress and
associated comorbidities and that these can be long-lasting post-migration (Steele et al. 2002).
• Lesbian, bisexual, transgender (LBT) women and intersex people have significantly higher levels of psychiatric
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illness than heterosexual women, as well as deliberate self-harm, and use of alcohol and other substances.
LBTI people report that there are few services that are non-discriminatory and inclusive (Warner et al.
2004, McNair et al. 2011).
• Women with personality disorders. Recent research has discounted earlier findings that a higher proportion
of women than men suffer from borderline personality disorder (BPD), but suggests there are profound
differences in the ways in which men and women with BPD express their distress. There is, additionally, a
growing challenge to the value and uses of this classification with its accompanying stigma. It is suggested
that clinical attention needs to refocus on the causes of these developmental conditions, which are
almost always associated with trauma. Recognition of gendered differences in the manifestations of these
disorders is clearly important in guiding clinicians in assessment and offering appropriate treatments
(Sansone & Sansone 2011).

6.6 Maternal Mental Health
Whilst it is essential to broaden the way in which women’s mental health is conceptualised to reflect the
evidence regarding its complexity along the life course, this should not lead to a diminished focus on the
mental health needs of mothers and children. The data here is sobering. Suicide is a leading cause of death
among women in pregnancy and the first year following childbirth in Australia (AIHW 2010). In line with other
developed countries, the prevalence rate for clinically significant maternal perinatal mental health issues in
Australia is around 15%. This figure does not include antenatal mental health problems, mental health problems
other than postnatal depression (such as postpartum psychosis), or postpartum issues in the context of preexisting mental illness (Austin & Kildea 2007).

6.7 Mental Health of Aboriginal and Torres Strait Islander Women
There is a worrying lack of culturally-relevant research on the mental health of Aboriginal and Torres Strait
Islander women. This is a gap that needs rectifying as a matter of urgency. The literature provides some
critical parameters for this research, clarifying aboriginal concepts of health and identifying the conditions
in which health is either optimised or undermined on the basis of this definition. Swan and Raphael (1995)
comment that ‘(T)he aboriginal concept of health is holistic, encompassing mental health and physical, cultural
and spiritual health. This holistic concept does not just refer to the whole body but is, in fact, steeped in harmonised
inter relations which characterise cultural wellbeing. These inter-relating factors can be categorised largely into
spiritual, environmental, ideological, political, social and economic, mental and physical. Crucially, it must be
understood that when the harmony of these interrelations is disrupted, aboriginal ill health will persist (p.19).
This and other analyses provide some of the context for understanding the data about the extent of continuing
aboriginal disadvantage in Australia. There is evidence that the determinants of this disadvantage include
inter-generational trauma, imbalanced power relations and limited access to services within the mainstream
population and systemised and individualised discrimination and racism (Henderson et al. 2007). These
contribute greatly to the perpetuation of lower income and standards of living, including poor quality and
overcrowded housing and community infrastructure, and poorer outcomes in health, education, employment
and the justice system. Indigenous Australians continue to experience higher levels of poverty, incarceration
and ill health than the rest of the Australian population (Dudgeon et al. 2010). Much more information is
needed about the gendered determinants of this burden and ways of alleviating it.
The National Aboriginal and Torres Strait Islander Social Survey (NATSISS) (ABS 2008) showed that nearly
one-third (32%) of Aboriginal and Torres Strait Islander people aged 18 years and over had experienced high
or very high levels of psychological distress, more than twice the rate for non-Indigenous people. Women in
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these communities have poorer physical and mental health than other Australians in almost every way. They
experience much higher rates of mental health conditions, and have higher rates of morbidity and premature
mortality associated with comorbid conditions, including diabetes and cervical and ovarian cancers (ABS
2011). Anxiety and depression are the foremost health problems reported by indigenous women in Australia
(AIHW 2011). The suicide rate of Aboriginal and Torres Strait Islander women is highest within the 20-24
years old age group (21.8 per 100,000), which is more than five times higher than their corresponding nonindigenous counterparts (4.0 per 100,000)(ABS 2014) (AIHW 2011).
The same inequities in outcomes are evident in the perinatal period, where there is a disproportionate burden
of adverse outcomes for Aboriginal and Torres Strait Islander mothers and their babies, including increased
maternal mortality (Sullivan & King 2007) – four times that of non- Aboriginal and Torres Strait Islander
women, pre-term birth (13.5 versus 8.0), low birth weight (12. versus 6.0) and perinatal deaths (17.1 versus
8.8 per 1,000 births) (Li et al. 2011). The National Plan to Reduce Violence against Women and Their Children
2010-2022 (the National Plan) recognises that Aboriginal and Torres Strait Islander women experience much
higher levels of violence than non-indigenous woman In 2012-13, indigenous women were 34.2 times more
likely to be hospitalised for family violence-related assault (SCRGSP 2014).
The National Strategic Framework for Aboriginal and Torres Strait Islander Peoples’ Mental Health and Social
and Emotional Wellbeing provides the basis for a dedicated Aboriginal and Torres Strait Islander mental health
and social and emotional wellbeing plan. This Plan sits within the overall COAG Closing the Gap Strategy
and articulates with a number of other strategies for tackling disadvantage amongst Aboriginal and Torres
Strait Islander communities and improving outcomes across a wide range of targets and indicators. These
include the National Aboriginal and Torres Strait Islander Health Plan 2013-2022, the Aboriginal and Torres
Strait Islander Suicide Prevention Strategy and the National Aboriginal and Torres Strait Islander People’s
Drug Strategy 2014-2019. This complex strategic architecture has had partial progress in achieving some the
key targets. The specific health needs of women within this policy web are addressed in relation to family
violence and maternal and child health but are not identified or discussed across the life course. The lack
of a comprehensive, gendered perspective is unfortunate. Aboriginal and Torres Strait Islander women
have been especially marginalised by processes of colonisation and discrimination in which key dimensions
of women’s distinct and different heritage and beliefs have been disregarded. The lack of a gendered lifecourse, perspective in policy is particularly problematic when set against the importance of both gender and
age within the cultures of Aboriginal and Torres Strait Islander people (Dudgeon et al. 2010). Arguably the
pace of progress in closing the gap would be enhanced if there was much better data and deeper analyses of
the risk and protective factors for the mental health of Aboriginal and Torres Strait Islander women to inform
more powerful, culturally relevant, health promoting and illness-prevention approaches.

6.8 Women with Extreme Vulnerability and Complex needs
It is important to recognise that there are groups of women and girls who share clusters of extreme
vulnerabilities, often living in very damaging circumstances, who have very complex needs and experience
particularly poor health outcomes. There is an alarming paucity of research in relation to the trajectories
of these girls and women in Australia. The existing national and international literature suggests that these
highly vulnerable women and adolescent girls have one or more of the following characteristics:
• growing up in out-of-home care;
• contact with the justice system as adults or young women;
• experience of homelessness;
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• involvement in prostitution or sexual exploitation;
• severe mental health problems; and
• serious drug and/or alcohol problems (Tarren-Sweeney et al. 2006, McNeish & Scott 2014).
The evidence suggests that there is a relationship between the poor outcomes experienced by these women
and the accumulation of negative and abusive experiences across the life course, including physical abuse,
sexual abuse, neglect, disrupted or poor attachments, exposure to family violence and being in care, and that
these outcomes have different, gendered characteristics (Walker et al. 1999, Scott et al. 2015).

6.8.1 Women with physical disability
There is a lack of research related to mental health and disability overall, and a particular gap regarding
the complex interactions of gender, disability and mental health. Women with disabilities experience the
double impact of being female and disabled. As women, the evidence shows that they have greater risks of
psychosocial health problems than men (Hughes et al. 2005). The risks posed by gender and disability interact
with risks from age, socio-economic status, abuse, lifestyle, life transitions and the availability of health
services. Compared to women in general, women with disabilities report higher rates of depression and stress
(Hughes et al. 2005). Women with intellectual disabilities suffer particularly high levels of severe disorders
involving aggression and self-harm (Cooper et al. 2007). The evidence points to a cascade of avoidable,
chronic health problems amongst women with disabilities that begin early in life. Girls with attention deficit
hyperactivity disorder (ADHD), for example, are more than twice as likely as other girls, and boys with ADHD,
to be obese (Aguirre Castaneda et al. 2015). There is an urgent need to fill the gap in information about the
needs of the most vulnerable girls and women in Australia and to recognise and respond to the life-course
factors that influence the mix of risks to both physical and mental health and which, paradoxically, may also
provide opportunities for prevention.
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7. Social and Economic Impacts
7.1 Introduction
Women’s mental ill health carries a high cost in suffering, family dysfunction and breakdown and
impoverishment to individual women and children. In addition, poor mental health amongst women involves
high costs, directly and indirectly, to society and the economy. These costs arise from the use of health care
services and social welfare by women and their families, the consequences of poor parenting of children
including delayed development and failure to achieve educational goals, the inability to willingly carry out
informal caring tasks and the loss of women’s contribution to productive work. The evidence summarised
below sets out the economic case for further, strategic investment in women’s health. Improving women’s
mental health will have a range of social and economic as well as individual benefits including enhancing the
long term development of children and the well-being of families and supporting and enabling women’s
contributions to productivity and growth and to the range of caring tasks that occur across the lifecycle.

7.2 Gender Sensitive Economic Analysis
Australian data on the direct and indirect costs of women’s mental illness across the life cycle is not available,
but it is possible to infer from prevalence data that both direct and indirect costs are high and are likely to
increase without effective action. In addition, there is a paucity of Australian research related to the costs
and benefits of reducing harms associated with mental disorders (Doran 2013). Moreover, Doran cites the
WHO in stating “remarkable as it may seem, no country has yet been able to link mental health strategic policy
or investment decisions to a credible, consistent and evidence-based assessment of what actually works” (Doran
2013, p24). In part, this is to do with the lack of economic evidence. It is of note that Doran’s review of 50
international intervention studies carried out for the New South Wales Mental Health Commission was also
(almost) gender blind. Only one gendered study, of postnatal depression, was included (Paulden et al. 2009).

7.3 Disability
Mental health problems – specifically anxiety and depression – have been identified as the largest single set
of contributors to disability-adjusted life-years lost amongst Australian women (ABS 2010a). This burden
results in premature mortality, unemployment, under-employment and reduced quality of life.

7.4 Increasing Costs of Healthcare Services
Mental health services have been expanded consistently over the past two decades in Australia through
substantial increases in funding, a larger mental health workforce, and increased use of pharmacological and
psychological services and treatments. As a result, the unmet need for mental health services has reduced.
According to the 2013 National Mental Health Report (DoHA 2013), total government expenditure on mental
health increased by 178% in real terms between 1993 and 2011. The increase over this period is 245% for the
federal government and 151% by state and territory governments. The national mental health workforce
has also increased on a per capita basis, from 80 full-time equivalents per 100,000 in 1993 to 108 full-time
equivalents per 100,000 in 2011, or an increase of 35% in the workforce (DoHA 2013). Total government
expenditure on mental health is currently about $10 billion dollars per annum (NMHC 2015).
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The National Mental Health Commission (NMHC) believes that much of the funding for mental health from
the Australian Government is neither effective nor efficient. The Commission draws attention to the five
major programmes that are involved in responding to mental ill health and consume $8.4 billion or 87.5% of
total Australian Government mental health funding. These largely ‘downstream’ programmes provide the
following income support and crisis responses, benefits and activity-related payments:
• Disability Support Pension;
• carers’ payments;
• payments to the states and territories for hospitals;
• mental health-related Medicare Benefits Schedule payments (including the Better Access Initiative which
allows people with a mental health condition to receive up to 10 individual mental health consultations a
year, with eligible professionally qualified staff); and
• Pharmaceutical Benefits Scheme payments (Byles et al. 2011, NMHC 2015).
Much of this expenditure, it is suggested, is ‘payment for failure’, and could be reduced with a greater
emphasis and investment ‘upstream’ in prevention, early detection and a focus on suicide prevention and
recovery from mental ill health. Important as this assessment is, the lack of a gender lens, leading to genderblind data and gender-blind proposals for reform, is problematic. Women are more likely than men to have
used a mental health service (41% vs 28%) (ABS 2006); this is consistent with the fact that women are more
likely than men to use health services in general and tend to suffer from more severe disorders than men
(ABS 2006).
Recent data from the ALSWH points to under-utilisation of medical items by women who report poor mental
health, suggesting that access to help and support is a problem for many women (Byles et al. 2011). Women
who are socioeconomically disadvantaged are less likely to access any of the services listed above, despite the
prevalence of mental health needs (Carey et al. 2009). There is particularly low uptake of services by older
women, consistent with research that shows under-treatment of mental health amongst older people (Zhang
et al. 2010). Additionally, data indicates better take-up of mental health treatments by better-educated
women and those living in urban or inter-regional areas than by those living in rural or outer-regional areas
(Dolja-Gore et al. 2014).
Gendered patterns of service utilisation are illustrated in Table 4 below.
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Table 4: Health services used by women and men for mental health problems
People with mental disorders(a) by health services used for mental health problems(b) — 2007
General
practitioner

Psychologist

Other(c)

Total who used services for
mental health problems

People who had a
need not fully met

%

%

%

%

%

Male

18.0

13.1

15.1

27.5

25.2

Female

29.9

13.2

19.9

40.7

28.9

16−34

20.3

11.8

14.7

28.6

26.2

35−54

27.7

16.2

21.0

40.5

30.3

55−85

28.9

8.7

17.6

37.3

22.1

Major Cities of Australia

25.5

15.5

18.6

36.9

29.4

Other areas of Australia

22.9

8.3

16.0

30.8

22.7

Mood disorder only

41.9

*21.0

23.0

49.7

33.5

Anxiety disorder only

12.2

6.5

10.4

22.0

15.8

Substance-use disorder only

*6.9

**4.5

*5.6

*11.1

7.2

One mental disorder only

15.8

8.4

11.3

24.0

16.7

Two or more mental disorders

39.3

21.0

28.3

52.7

44.6

27.1

12.7

17.8

37.4

29.3

24.7

13.2

17.8

34.9

27.3

Sex

Age group (years)

Geography

Number and type of mental disorders

Physical conditions
Mental disorder(s) with physical condition(s)
Total aged 16−85 years

* estimate has a relative standard error of 25% to 50% and should be used with caution
** estimate has a relative standard error of greater than 50% and is considered too unreliable for general use
(a) People aged 16−85 years with mental disorders within the previous 12 months
(b) Health services used within the previous 12 months
(c) Includes consultations with: psychiatrist, mental health nurse, social worker, counsellor, medical specialist, and complementary/alternative therapist
Source: ABS 2007 National Survey of Mental Health and Wellbeing
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8. Service Barriers
8.1 Introduction
A substantial proportion of adults with common mental disorders fail to receive any treatment, even when
these conditions are quite severe and disabling. Furthermore, many who do receive treatment drop out
before completing treatment. Because individuals with psychiatric disorders would often benefit from a
full course of treatment, the gap between the prevalence and treatment of disorders contributes to unmet
need for care and to poor outcomes. An important step in reducing unmet need for mental health care
and improving outcomes for those who use mental health services involves understanding the reasons why
individuals with mental disorders either do not seek treatment or drop out of care. Some of the barriers to
treatment and support are discussed below. Despite measurable differences in patterns and levels of service
utilisation between men and women, most research into barriers is gender-blind and it is therefore difficult to
isolate factors which may particularly inhibit treatment for mental ill health amongst women.

8.2 Stigma and discrimination
Numerous, repeated studies show that despite higher levels of ill-health, people with mental illness are less
likely to use all health services and this is particularly the case for both men and women with serious mental
illnesses (Andrews et al. 2001, Motjabai et al. 2011). The 2015 report by the Royal Australia and New Zealand
College of Psychiatrists, Keeping Mind and Body Together (RANZCP 2015), summarises extensive national and
international evidence which makes it clear that women and men with serious mental illness:
• are less likely to seek assistance to manage either mental or physical health problems;
• have difficulties adhering to medication, particularly when they require multiple pharmaceutical
treatments; and;
• have different patterns of service use, including more complex approaches to their health care, and are
likely to be more particular about their health care providers.
There is evidence (mostly gender-blind) of systematic discrimination against people with severe mental
illness in all clinical settings. This is arguably, likely to contribute to the under-utilisation of treatment and
other services (Thornicroft 2008, Reavley & Jorm 2011).

8.3 Affordability
The RANZCP has emphasised that affordability is a considerable barrier to service access (RANZCP 2014).
ALSWH data show that there are steep and rising costs to individual women and governments when mental
health needs are being addressed by services. Uptake of medical items for a mental health condition is
estimated to incur yearly increases of >$100–$150 for individual women and >$600–$800 for government
(Byles et al. 2011). It is imperative, therefore, that the impact and equity of current arrangements are assessed,
not only because they represent considerable, potentially avoidable, increasing costs to government and
involve resources that may be more effective if they were redirected. They also add economic stress for
many of the poorest women, who may already have difficulty managing on their incomes and may lack
the educational and other resources to choose bespoke ways and means of managing their mental health.
Arguably, current arrangements have the potential to increase health inequalities between women and may,
in fact, be damaging to both individual and population health.
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8.4 Lack of women-centred services
Barriers to treatment and support are compounded for women by the scarcity of women-only services or of
services configured to meet the distinct and different needs of both men and women. There is good evidence
to support this contention, even in relation to the perinatal period – which is a current national priority,
with identified shortages of beds in maternity units, patchy implementation of proactive antenatal screening
for depression, and piecemeal implementation of intervention programmes (Queensland Mental Health
Commission 2013). The findings of a recent survey of women’s health information needs, undertaken by the
Jean Hailes Foundation, reinforce data about service gaps. When asked to identify a major service change
aimed at improving women’s health, one third of respondents wanted more women’s health clinics and one
quarter wanted more doctors trained in women’s health; only a small minority wanted more female doctors
(Jean Hailes for Women’s Health 2015). Seventy-eight per cent of health professionals who responded to the
same survey thought that the current health system could serve the needs of Australian women better. Three
main areas for improvement were identified:
• increased access to healthcare in rural and remote areas;
• increased health promotion, education and preventative measures; and
• increased mental health support.

8.5 Service and funding fragmentation
The RANZCP suggests that “In Australia, complex funding sources and the separation between primary
and acute health care, and between the mental and general health ‘systems’ have created a particularly
fragmented and complex health system” (RANZCP 2015, p. 15). The navigation challenge this imposes on
people with serious mental illness is so significant that the White Paper on the Reform of the Federation: Roles
and Responsibilities in Health highlighted it as an example of a systemic barrier in Australia’s health service
arrangements (Department of the Prime Minister & Cabinet 2014). The findings of the NMHC’s recent review
reinforces this analysis and calls for the establishment of new ‘system architecture’ to provide ‘stepped
care’ or coordinated pathways of treatment and care which can respond to fluctuating levels of need and
functional impairment. A fundamental element of the ‘stepped care’ approach is the delivery of care through
general practice and the primary health sector. This call has been endorsed by the AHPC in a recent paper
on the need for new, integrated approaches to address the increasing prevalence of multimorbid chronic
disease in Australia (Duggan, 2015). The evidence summarised in this paper suggests that the development
of a gendered perspective within the stepped care approach will be one of the keys to improving outcomes
for women.
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9. Evidence for a Return on Investment in Women’s Mental Health
9.1 Introduction
The evidence offers at least three compelling reasons to invest more in women’s mental health:
1.

The needs are substantial and will continue to remain substantial without corrective action

2. Current costs are very high; and, while some costs are necessary and cannot be avoided there are
many avoidable costs and better ways of spending money currently spent on poor mental health
3. Not acting on the strong evidence for what works will cost even more.
It is important to acknowledge that the gender-blindness of policy and service provision is mirrored in the
relative lack of gendered evidence into effective interventions. Absence of such evidence in this, as in so
many contexts, is not evidence for maintaining the current status quo. There is a critical need to develop the
evidence base as a primary driver of policy. In the interim, a number of approaches appear to promise a sound
return on investment in women’s mental health.

9.2 Supporting Mothers and Children
Between 11% and 13% of mothers of preschool children in Australia are estimated to experience moderate/
high levels of psychological distress, with one in four lone mothers experiencing high psychological distress
(Edwards & McGuire 2012, Loxton et al. 2006). Findings from the last three reports on maternal deaths in
Australia (covering the period 1994–2002) suggest that maternal psychiatric illness is one of the leading causes
of maternal death, with the majority of suicides occurring by violent means, and that there are additional,
long-term consequences of maternal mental illness (Austin et al. 2007). The economic consequences of poor
mental health across different sectors, which persist into adulthood, mean that effective home support and
parenting programs can have very favourable cost-benefit ratios (McDaid & LaPark 2011). The UK National
Institute of Health and Care Excellence (NICE), recognising the volume of evidence in this area, particularly
the long-term impacts on children from exposure to poor maternal mental health, has updated its guidelines
to identify the benefits for both women and children of more assertive and proactive screening and support
for pregnant women with existing mental illness and other complex social needs (NICE 2014). Evidence from
multiple sources suggests that effective early intervention in perinatal and infant mental health could reduce
many substantial clinical, social and economic costs, such as:
• $310.3 million annually in lost productivity associated with perinatal depression (Deloitte Access
Economics 2012);
• $10.7 billion annually associated with child abuse and neglect (almost three times the $3.8 billion associated
with obesity) (Access Economics 2008)
• $1.4 billion per year associated with out-of-home placement of children (Richardson et al. 2010). Out-ofhome placement is associated with a range of increased vulnerabilities in children including depression,
suicidal ideation, inattention and aggression (Sawyer et al. 2007);
• $20 million per year in direct healthcare costs for children aged 4–8 with internalising or externalising
disorders. This figure does not include indirect costs of childhood mental illness, such as lost productivity
for parents (Lucas et al. 2013);
• Costs associated with future psychopathology of children. ‘Childhood adversity’ includes abuse, neglect
and out-of-home placement, all events in which parent and infant mental health problems and poor
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attachment are implicated. Childhood adversity has been found to account for more than 30% of psychosis
in adulthood (Varese et al. 2012);
• The cost of substance abuse in Australia (estimated to be $55.5 billion in 2004/05) (Collins & Lapsley
2008). Early adverse experiences before age five predict the onset of cannabis use by age 15, other illicit
drug use by age 15 and smoking by age 17 (Schiff et al. 2014)
• $32 billion a year associated with crime and young people in the criminal justice system (Mayhew 2013).
At least one study has demonstrated that pre-natal and infancy home-visiting by maternal and child health
nurses in homes where mothers had low education, low incomes, mental health or substance abuse problems
and low levels of social support had positive results. These included higher intellectual functioning and
receptive vocabulary in children and benefits to mothers including more stable relationships with partners
and fewer subsequent pregnancies (Olds et al. 2004). Other social impacts of untreated perinatal and infant
mental health problems are more difficult to quantify in monetary terms, but have significant negative effects
on individuals, families and society.
• Infanticide. Most infanticides are committed by the natural mother, who in half of all cases is suffering
from a severe mental health disorder (Oates 2003, Porter & Gavin 2010). While childhood mortality in
general is decreasing throughout the Western world, infanticide has not decreased over the past 100
years (Oates & Cantwell 2011). Despite difficulties of measurement and likely underreporting, in Australia,
the annual rate of infanticide is estimated at 2.68/100,000 (De Bortoli et al. 2013)
• Future maternal mental illness. One-third of women whose postnatal depression goes untreated are still
depressed one year after the birth, and up to 23% remain depressed four years after the birth (Woolhouse
et al. 2014). An episode of perinatal mental illness is a major risk factor for further episodes, particularly
for puerperal psychosis.2
• Delayed infant development. Maternal anxiety and depression during pregnancy are associated with
increased complications during pregnancy and birth, poorer obstetric outcomes, difficult infant
temperament, and behavioural problems in infancy (Glover & O’Connor 2002, Bonari et al. 2004, Austin
et al. 2005, Priest et al. 2008. Maternal mental illness in the months following birth contributes to
developmental delays in motor function, language acquisition, cognitive skills, emotional self-regulation,
and behaviour in the child (DeGangi et al. 2000, Milgrom et al. 2005, Verbeek et al. 2012).
• Disrupted attachment relationships. Parental mental illness can interfere with the development of healthy
attachment, leading to poorer outcomes in later childhood across a range of domains including emotional,
social and behavioural adjustment, scholastic achievement and peer-rated social status. Disorganised
attachment is a predictor of significant later psychopathology (Green & Goldwyn 2002, Weinfield et al.
2004).
• Poor health. Improving early environments can significantly reduce negative health outcomes longerterm (Anda et al, 2006).

2
Puerperal psychosis or postpartum psychosis affects about 1 in every 1000 women (0.1%) who have a baby. It is a severe
episode of mental illness which begins suddenly in the days or weeks after having a baby. Symptoms vary and can change rapidly. They
can include high mood (mania), depression, confusion, hallucinations and delusions. Postpartum psychosis is a psychiatric emergency.
Postpartum psychosis can happen to any woman. It often occurs ‘out of the blue’ to women who have not been ill before.
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• Intergenerational effects. A child who does not develop a healthy attachment relationship with parents
fails to internalise working models of healthy relationships, particularly parenting relationships. This
curtails the ability to function in relationships and can severely impair future parenting, contributing to
intergenerational cycles of mental health problems and social disadvantage (Steele et al. 1996, Fonagy
2010).
Nobel prize-winning economist James Joseph Heckman has demonstrated that returns on investment for
early intervention programs for perinatal and infant mental health, measured in terms of reducing costs to
the health, education, child safety and criminal justice systems over the life of the child from birth to early
adulthood, can be as high as $17 per dollar invested (Heckman 2008a). Remediation programs in adolescence
may achieve similar outcomes to early years programs, but have lower success rates and cost 35–50% more
(Heckman 2008b

9.3 Targeted interventions
There is strong evidence that mental health promotion, prevention and early intervention targeted at children
and families can produce significant net cost benefits. (Knapp et al. 2011, Roberts & Grimes 2011). A few
notable examples follow. In the United Kingdom, preventing conduct disorders in a single child through early
intervention programming has been found to result in lifetime savings – from the criminal justice system,
health system, and increases in lifetime earnings – of £230,000 (>$400,000) (Friedli & Parsonage 2007).
With 84,000 children and adolescents in Australia currently estimated to experience a conduct disorder
(Lawrence et al. 2015), if proven programs were to prevent just 10% of this incidence (8,400 conduct disorder
cases) as much as $3.6 billion in potential lifetime savings could be realized. Conduct disorders and other
mental disorders are associated with parental mental illnesses (Mensah & Kieman 2010). Another UK study
estimates that improving a single child’s mental health from moderate to high has been found to result in
lifetime savings of $140,000 (Smith & Smith 2010). An Australian study has estimated that Triple P Parenting,
a program that aims to break dysfunctional patterns of parent child interaction, can reduce the number of
conduct disorder cases by 25-48% (Mihalopolous 2007). Parent education and family support programs,
such as home visits combined with early childhood education have been demonstrated to result in better
outcomes for people living with mental health problems and illnesses such as depression and anxiety, with
return on investment ratios ranging from $1.80 to $17.07 for every dollar invested (Doran et al. 2011)

9.4 Early Intervention
Programs that help people access treatment early, or help them stay out of hospital or out of the criminal
justice system appear to be very cost effective. Most of these studies are, however, gender-blind and further
research into the gendered impact of early intervention programs or diversionary schemes would assist in
the design and targeting of such initiatives and generate a better understanding of how to maximise the
return on investment (ROI). One study of early psychosis intervention using Australian data found that its
participants were much more likely to be in paid employment than their peers who had not received this
service, and that the health care costs to treat each person were about $6,300 less per year ($3,566 for
those in early psychosis program compared to $9,836 for those not in the program) (Mihalopolis et al. 2009).
Studies report how prevention programs for juvenile offenders have been demonstrated to produce net cost
benefits ranging from $1,900 to $31,200 per youth (Lieb et al. 2004). A Canadian research study on outcomes
following a long-term hospital stay evaluated the impact of transitional discharge planning combined with
peer support. Individuals in the group receiving peer support were discharged on average 116 days sooner
from hospital than the control group who did not have access to this program resulting in an estimated saving
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of $12 million (Forchuk et al. 2005). A 2011 United Kingdom Department of Health study found that providing
supported housing after discharge from hospital for people with moderate mental health needs generated
estimated savings of £22 000 ($35,000) for each person per year across the wider health and social care
system (UK Department of Health 2011).

9.5 Enhancing Employability and Workplace Mental Health
Whilst the majority of Australian women participate in the labour force to some degree, the literature on the
contribution of paid employment to Australian women’s mental health is sparse. There is, additionally, a lack of
detailed research into the role played by the conditions of employment in supporting or undermining women’s
mental health, including in the post-partum period, despite an increasing proportion of mothers returning
to work after childbirth. Employment conditions are key social–structural determinants of employed adult’s
health and wellbeing, especially their mental health (Stansfield and Candy 2006). While job participation is
generally regarded as benefiting mental health by increasing social support and financial resources (Lee and
Powers 2002), the degree of benefit may be closely dependent on the quality of the job. Epidemiological
studies of Australian employees confirm an association between adverse employment conditions, such as
poor job quality and greater psychological distress including depression and anxiety symptoms (Bryson and
Warner-Smith 1998; Broom et al. 2006; Cheng et al. 2006, Strazdins et al. 2007).
Gender-blind evidence demonstrates that employees’ mental health conditions present substantial costs to
organisations. Recent modelling by PwC Australia for the Mentally Healthy Workplace Alliance (PwC 2014)
measured the cost to Australian workplaces of employees’ mental health conditions and found this to be at
least $10.9 billion annually. This comprises $4.7 billion in absenteeism, $6.1 billion in presenteeism (reduced
productivity at work) and $146 million in compensation claims a year. The PwC modelling further suggests
that for every dollar spent on implementing an appropriate mental health-promoting action successfully,
there is on average $2.30 ROI to be gained by the organisation. The $2.3 ROI figure was calculated by
investigating the cost of introducing seven workplace mental health actions such as worksite physical activity
program and resilience training and measuring their subsequent impact on absenteeism, presenteeism, and
compensation claims. The results of this analysis are conservative as they do not consider the full range
of costs to an organisation caused by employees’ untreated mental health conditions, such as high staff
turnover. Also, estimates do not include the many intangible benefits of a mentally healthy workplace for all
employees, such as improved morale.
It is notable that neither the PwC report nor the website for the Mentally Healthy Workplace Alliance www.
headsup.org.au mentions the particular needs of women employees despite clear evidence that the impact
of work stressors on common mental disorders differs for men and women (Stansfield & Candy 2006).
Gendered evidence on the potential ROI from a wide range of employment-related interventions is not
available. A notable exception is provided by a recent survey of employers’ experiences of paid domestic
violence leave in the workplace, which documents overwhelmingly positive results for companies and the
one in four workers affected by domestic violence (McFerran et al. 2013). This research appears to show that
paid domestic leave can be delivered at minimal costs as leave requests are at modest levels. The introduction
of paid domestic violence leave and workplace measures to support employees experiencing domestic
violence also widens understanding and increases sensitivity to this complex issue. The survey commissioned
by the Australian Council of Trade Unions (ACTU) and conducted by the University of New South Wales and
Gendered Violence Research Network, found that employers reported virtually no problems granting paid
domestic violence leave or changes to work arrangements. In fact, employers overwhelmingly reported the
positive benefits of providing paid domestic violence leave - including improvements to their relationship
with their employees.
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Other kinds of evidence, for instance from controlled intervention trials, have shown that employment rates
and earnings can both be increased among people with severe-persistent mental illness, the vast majority of
whom have a history of psychosis, using such methods as prevocational training and supported employment
(Crowther et al. 2001, Dewa et al. 2007). However, these are almost all gender-blind studies. It is important
to note, though, that only a minority of people with serious mental illness have severe persistent mental
illness (Kessler et al. 1996, Wang et al. 2007). Little is known about the effects of employment–related
interventions on occupational outcomes among the much larger proportion of people with serious mental
illness who do not have severe persistent mental illness, the majority of whom are women and who suffer
from chronic anxiety, behavioral disorders or recurrent depression. A handful of other non-gender-specific
controlled studies have documented that such interventions can reduce job loss and sickness absence (Rost
et al. 2004). People with serious mental health problems and illnesses who receive individualized support to
find employment are nearly three times more likely to be in competitive employment than those who did
not receive this support. This is particularly significant in light of the fact that as many as 90% of people with
serious mental health problems and illnesses have traditionally been excluded from the labour force (Latimer
et al. 2006).
In the absence of research to quantify ROI in this area, it is only possible to suggest that future policy and
workplace interventions aiming to maximise women’s ability to participate in work should aim to ameliorate
the interactions between the employment and domestic life. Conditions that may be critical to women’s
mental health in the workplace (particularly in the post-partum period), include flexible work hours, paid
family leave, job security and job control (Cooklin et al. 2010). There may be much to gain from interventions
designed to support women’s re-entry to the workforce after childbirth, illness or time spent in a caregiving
role.

9.6 Supporting Carers
There is evidence that providing better support to Australia’s estimated 2.9 million informal carers has a
sound business case, as well as being a compassionate recognition of the sacrifices which carers make to
support people with disabilities, mental illness, chronic conditions, terminal illness and the frail aged. This
contribution comes at a cost to the health and wellbeing of carers, ratcheting up additional healthcare costs
to respond to the well-documented burden of caring-related health conditions such as depression, stressrelated illness, sleep deprivation and musculoskeletal problems (Access Economics 2010). Young carers also
make enormous sacrifices, giving up what can be millions of dollars of lifetime earnings in order to care for
family members (Warren 2007).
A recent report by Access Economics for Carers Australia draws on ABS data to highlight that the majority
of Australian carers are female (54.1%), with most carers being middle-aged (35 to 54 years) although over
three quarters are of working age (18 to 64 years). Primary carers provide the majority of informal assistance
to care recipients and as such are usually living in the same household (78%). Women represent a far greater
proportion of primary carers, at 69.3% of the total (Deloitte Access Economics 2015).
That report found that, 10 years ago, the annual ‘replacement value’ of informal care would be $60.3 billion
(equivalent to 3.8% of gross domestic product and 60% of the health and social work industries. The growth
in the value of informal care derives largely from demographic ageing, which is increasing the number of
Australians who require and receive care, together with growth in the replacement cost of care. Informal
carers provide 1.9 billion hours of care each year, and represent a precious economic resource given the
growing health and aged care workforce shortage (Deloitte Access Economics 2015). Innovative, gendersensitive policy and targeted support is required for carers to enable Australia to respond better, and much
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more cost-effectively, to a range of demographic shifts, including an ageing population, increased incidence
of dementia and other chronic diseases.
The ALSWH data shows that the transition to caring for mid-aged women takes place irrespective of the
previous history of paid employment and that women carers are more likely to be unemployed than men
(Bereki-Gisolf et al. 2008). Future policies need to be configured to support women’s continuing labour force
participation during caregiving by creating flexible working arrangements and re-employment measures to
support women who quit work in getting back to paid employment after a period of caregiving

9.7 Promoting Mental Health and Preventing Mental Disorder in Women
Assessment of impact in this area is particularly contested and at times claims may have been made that run
ahead of the evidence (Davies 2013). While some recent studies identify significant benefits from actions
focused on mental health promotion, mental disorder prevention and early intervention across the life
course, both within and external to the mental health system (McDaid 2011, Knapp & Iemmi 2014), most
of this evidence is gender-blind. Some recent evidence from Europe points to a significant, measurable
relationship between population health improvement and increased participation in the labour force and in
productivity. Prior to the global financial crisis it appeared that better health was also a major contributor to
economic growth (Suhrcke et al. 2006). Conversely, there is evidence that prolonged austerity has reduced
the mental health of both men and women, with alarming spikes in suicide rates in austerity-affected countries
(Kentikilenis et al. 2014). The link between health and economic development has long been recognised in
low-income countries but has been contested in rich ones (OECD 2015). The rapid reversals in mental health
status in developed countries as a consequence of austerity suggest that economic policy is, universally,
an important determinant of mental health. Whilst the economic argument for investing in health may
differ between rich and poor countries, as may the priorities for investment, there is considerable empirical
evidence that improving the health of poor people, women and older people is one important means of
meeting economic objectives (Chirikos & Nestel 2001, Lindholm et al. 2001, Gambin 2004, Cawley 2005).
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10. The Need for Gendered Mental Health Policy
The evidence, from multiple sources, points to compelling links between the gendered nature of exposure to
various risks and poor mental and physical health amongst women of all ages. The evident social gradient in
health and life expectancy suggest that some individuals, groups and communities are caught in a web of risk
conditions which can overwhelm them (Labonte 2001). Evidence suggests that being female is, in itself, a risk
factor for poor mental and physical health in certain social contexts or in conditions of adversity (Astbury
2001). Extensive international evidence points to the powerful influence of social, economic, cultural and
familial relationships in shaping women’s psychosocial health (Moss 2002).
Mental health policy in Australia is framed by the National Mental Health Strategy (Commonwealth of
Australia, 2009a) and the Fourth National Mental Health Plan (Commonwealth of Australia 2009b); the
Fifth Plan is being developed currently. Notably, none of these have a specific gendered perspective. The
Strategy does address maternal and infant health, and outlines proposals to support parents in relation to the
mental health needs of children and young people. This information is also gender-blind, as is the section on
prevention.
Whilst progress has occurred in recent years to address gender sensitivity within service provision and improve
the safety of women, particularly in acute inpatient units, this falls short of comprehensive recognition that
gender influences the risks, impacts and consequences of mental illness. Overall, the service landscape
remains extremely fragmented and gender-blind at best and in certain situations, particularly in in-patient
units and prisons, lack of gender-sensitivity and specialist provision can amplify and perpetuate the risks of
abuse and violence which may have already had adverse impacts on mental health. Moreover, there is clear
evidence that women often do not receive appropriate mental health services whether they are in hospitals,
prisons, nursing homes, addiction programmes or community settings. Ineffective treatment is costly in
terms of money expended and in the perpetuation of human suffering (Luborsky et al. 1998, Kulkarni 2012).
Blanch et al (1998) attributed the failure of mental health delivery to women to three factors.
• the current structure of mental health delivery systems;
• conceptual inability to integrate psychosocial factors into the medical model; and
• the fragmentation of health and social services, leading to segregated and discontinued care.
Blanch et al completed their work in 1998. More recent evidence, discussed in this paper, suggests that very
little positive change has taken place in over two decades.

11. Women-Centered Mental Health Services
A comprehensive mental health service for women should be based on the provision of dedicated, specialist,
coordinated and fully inclusive responses to the full range of needs which women manifest across the life
course, including the complex needs of women with severe mental illness and social comorbidities. They
should include culturally sensitive services which are tailored to the distinct needs of communities including
Aboriginal and Torres Strait Islander women and need to be developed and planned in honest partnerships
with local communities and service-users. These dedicated services need to be clearly identifiable within a
network of well-integrated, tiered services ranging from local self-help and voluntary groups to community
facilities and general practice surgeries. They need to be staffed by multi-disciplinary teams of professionals
with the required capabilities to respond to the biological, social and emotional needs of women in clinically
effective, culturally sensitive and non-judgemental ways. Moreover women’s community mental health or
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specialised rehabilitation services should be closely linked to inpatient and outpatient services, social services
and secondary and tertiary care providers and all of these services should function in gender and culturally
sensitive ways, incorporating gender transformative approaches3 and feminist perspectives in practice
(Kohen 2000). These proposals are closely aligned with the primary-care-driven, stepped-care proposals of
the NMHC (2014) but also attempt to ensure that the future does not continue to be gender-blind.

12. Patients or Populations?
Improving the mental health of Australian women across the life course requires strategies which go beyond
individual approaches. Treating one patient at a time can have only limited success in improving population
mental health overall (De Hert et al. 2011b). In order to improve the mental health of large numbers of
people, a totally new approach is necessary which gives equal priority to the development of evidence-based
treatments and management regimes and to strategies for effective prevention (Di Matteo et al. 2000,
Marmot & Bell 2012, WHO 2012).
Applying these principles to improving the mental health of Australian women will require broad-based
approaches that foster personal resilience within supportive community environments. There is evidence that
creating supportive environments has the greatest lasting positive impact on health (Marmot & Bell 2012).
This may be particularly efficacious in improving the health of Aboriginal and Torres Strait Islander women
(Swan & Raphael 1995; Dudgeon et al. 2010). Addressing issues of poverty, gender-based violence, racism
and inequalities in housing, education, social justice and community safety, access to healthy food outlets,
decent employment, responsive healthcare and community participation will foster a more supportive
community environment. These all involve whole-of-government action and sustained implementation of
policy. It is essential that both the public and policymakers understand the strong and accumulating evidence
about the factors that impact on health, including mental health, and begin to see health as more than the
mere absence of disease.
The tensions observed between current policy and the policies required to really make a difference to
women’s mental health are illustrated in Figure 3 below.

3
, The transformative paradigm is a framework of belief systems that directly engages members of culturally diverse groups
with a focus on increased social justice and human rights. Transformative approaches apply at the intersections of multiple social
divisions including gender, race, class, sexuality and culture. Gender-mainstreaming in policy and in service provision is a potentially
powerful transformative tool.
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Women’s Mental Health: Policy Tensions

Gendered Approach

Biopsychosocial, understands complexity
• Identifies risks across the life-course
• Identifies conditions for optimal health and
wellbeing
• Identifies evidence for effective interventions
and services
• Empowers women

April 2016

Whole of Government Policy Commitment

Floodlight policy approach addresses complexity
• Tackles and aims to ameliorate gendered risks
• Integrated, cross portfolio approach
• Smart, gendered targets
• Incentivises development of gendered services
• Invests in evidence

Gender Blind Approach

Business as Usual

• Women mostly invisible (except in perinatal
period)
• Focus on downstream effects mostly
• Not evidence-based
• Services fragmented, can be unsafe
• Significant barries to service access including
costs, stigma and location

• Limited prevention of avoidable disease burden
• Limited innovation
• Perpertuates discrimination across lifecourse
• Poor outcomes
• Direct & indirect costs to women, children,
families, society and economy

Reductive Analysis & Response

Spotlight policy approach, misses big
picture

Figure 3: Policy Tensions and Possibilities
A whole of government commitment to improving women’s mental health will require social policy interventions at the community level to ensure equity, including liveable wages, safe housing and neighbourhoods,
attractive and safe places for physical activity and access to affordable and healthy food (Freidli & Parsonage
2007). There is a critical need for governments to articulate the need transform gender stereotypes and reflect this in practice and to take effective action to tackle discrimination against girls and women. Schools and
workplaces offer highly productive settings for these approaches (Davies 2014, NMHC 2014). Forty per cent
of Australian women resume employment in the first year postpartum, and poor quality employment (without security, control, flexibility or leave) is a strong social determinant of maternal psychological distress and
therefore a determinant of the overall wellbeing of children (Cooklin et al. 2011). At the individual level people
need to be educated about the importance of positive mental health and ways to manage mental wellbeing,
including ways to cope in the face of gendered risks.
Further efforts to challenge the social stigma of mental illness are also needed, with particular emphasis on
attitudes amongst health care staff (Brohan et al. 2012). This approach should include the identification of
non-discriminatory policies that address the financial barriers to mental health care for women, as well as
education programmes and campaigns to better educate the public (Astbury 2001).
Further to this, the evidence reviewed in this paper suggests that new models of care are required to respond
to women’s mental health needs across the life course. This requires new, gender-informed health policy
and the establishment of incentives and supports to enable health systems, health professionals and service
providers to scale up innovation in line with evidence.
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13. The Policy Framework
The Australian Health Policy Collaboration proposes a framework for a comprehensive new policy approach
to improving women’s mental health across the life course. The framework identifies three underlying drivers
and five major policy goals. These actions address the risk factors that occur at critical life-stages for girls and
women highlighted in the evidence and illustrated in Figure 4 below.
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IMPROVING WOMEN’S MENTAL HEALTH ACROSS THE LIFECOURSE
REDUCING RISKS, ENHANCING PROTECTIONS
RISK PERIOD: PERINATAL PERIOD AND CHILDHOOD
RATIONALE

Critical development period and important foundation years for good health across the lifecycle
Poor mental health at this point means long- term risks for women and children

PROTECTIVE POLICY MEASURES:

Identiﬁcation of women at risk through culturally-sensitive screening in pre and postnatal period.
Improved access to culturally sensitive, evidence-based peri-natal services
Access to high quality childcare
Reproductive choices

RISK PERIOD: ADOLESCENCE AND EARLY ADULTHOOD
RATIONALE

Vulnerable years for health risks, poor mental health and lifelong health behaviours.
Young women more than twice as likely as young men to experience mental health problems
Evidence of adverse impact of social and cultural pressures on young women’s mental health

PROTECTIVE POLICY MEASURES

Gendered mental health promotion in educational, primary, community and specialist health care and at work
Dedicated girls’ & young woman’s programs in young people’s mental health services.
Development of a gender-transformative narrative to challenge sexist messages in popular culture

RISK PERIOD: MID TO LATE ADULTHOOD
RATIONALE

Transition points in adulthood present numerous risks and opportunities for prevention
Evidence of high incidence of ﬁrst time-ever depression in perimenopause.
Onset of caring responsibilities can be accompanied by depression and co-morbid physical chronic disease.
Women have a higher lifetime risk of Alzheimer’s disease than men.

PROTECTIVE POLICY MEASURES

Gender-sensitive mental health improvement programs in the workplace
Social & economic policies to support women carers and tackle chronic poverty and
isolation amongst older women
Proactive screening and access to support services in perimenopause
Gender-mainstreaming in aged care services

CROSS- LIFECOURSE PROTECTIVE POLICY MEASURES

Age-appropriate, gender-sensitive, integrated services to respond to women’s changing mental and physical health needs.
Proactive identiﬁcation and targeted interventions with girls, women and communities at risk
Social & economic policies to tackle women’s poverty and to end violence and abuse towards women

Figure 4: Lifecourse risks and protections , AHPC 2016
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14. Implementing the Framework: agenda for action
Policy change frequently takes place stepwise and comprehensive implementation can be slow and
fragmented. It is likely that the policy framework proposed in this paper will take many years to embed
given the complexity of the implementation task and the persistence of the entrenched systemic barriers
to reform, including those which are cultural and require transformations in existing gender-based norms
and power inequities. As a consequence, no timetable is suggested for the achievement of most of the steps
discussed below as many of these will require interpretation and design at state, territory, regional and local
levels. Nevertheless, the federal government should act swiftly to ensure that the opportunity presented
by the development of the forthcoming Fifth National Mental Health Plan is not lost, with continuing
consequences for the mental health of Australian women.
An ambitious timetable is proposed for the development and embedding of the three underlying drivers
within the forthcoming Fifth National Mental Health Plan. This is because visible and effective policy action
is necessary to demonstrate the commitment of governments to rebuilding the architecture which frames
women’s mental health. Unless these drivers are in place, it will be impossible to achieve the required, shift
in population health outcomes.

14.1 Five major policy goals
14.1.1 Goal 1: Responding to the life-course mental health needs of women
A proactive, gendered, primary care- driven approach is required to identify women at risk of mental ill
health across the life course and to implement evidence-based supportive interventions. Federal, state and
territory policies can support this development by considering the incentives required to promote and scale
effective models so that they move from the margins to the mainstream. Primary Healthcare Networks
(PHNs), the new Australian primary health care organisations established to coordinate primary health care
delivery and tackle local health care needs and service gaps tailored to meet the needs of local communities
are well positioned to lead in this endeavor but will need to build their own gender-related capabilities in
order to do this effectively.

Next Steps
• It is noted that the federal government, in collaboration with the state and territories governments has
begun to draft the Fifth National Mental Health Plan. The federal government is urged to see this as
a critical opportunity for mainstreaming gender in mental health policy in Australia and to consult on
detailed proposals for improving women’s mental health across the life course when consulting on the
new Plan. It is vital that there is consultation with expert women’s’ health organisations in developing the
Plan.
• The AHPC endorses the call by the National Mental Health Commission for the establishment of new
‘system architecture’ to provide ‘stepped care’ or coordinated pathways of treatment and care which can
respond to fluctuating levels of need and functional impairment (NMHC 2014). A fundamental element
of the ‘stepped care’ approach is the delivery of care through general practice and the primary health
sector with strategic oversight and commissioning by PHNs. The Mental Health Commission suggested
that these should be renamed Primary and Mental Health Networks and provided with bundled funding
for planning and purchasing mental health services and integrated care pathways that are tailored to
individual needs and different communities. PHNs are well placed to collaborate with hospital networks
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and community-based specialist services to develop gender–sensitive services and they should work
with local and regional partners to bring forward locally and regionally relevant proposals, reflecting the
evidence discussed in this report, for improving women’s mental health across the life course.
• Federal, state and territories governments, PHNs and other bodies should, as a matter of routine,
undertake a gender-impact assessment of all relevant policy and service developments and make this
information publicly accessible, for example through publication on the Women’s Health Hub, the
information service provided by Australian Women’s Health Network. Making this information easily
accessible and shareable will assist in strengthening the evidence base regarding the impact of gender
on mental health and ensuring there are no unintended, inequitable or discriminatory consequences of
policy or service change.

14.1.2 Goal 2: Integrating responses to physical and mental health
Women’s experiences of both mental and physical illness are different from men’s. Women tend to live longer
than men but in general take more medications and have more contact with health services. Physical illness
in women is a major risk factor for mental illness (Kulkarni 2012).
Numerous barriers exist to achieving fully integrated services capable of addressing physical and mental
health adequately for both men and women. Some of these barriers exist at the policy level, relating to lack of
policy integration and vision, lack of resources and underlying disinterest in mental illness, continuing stigma
and/or procedural discrimination against people in terms of limitations on or lack of health insurance. Others
are found at the level of the health system and include lack of funding for innovation and under-investment
in community services, lack of integration between mental health with the general health care system, lack of
integration between health and social support services including poor coordination with housing, welfare and
employment services, lack of coordinated partnership between providers and inadequate or inappropriate
staff training (De Hert et al. 2011a, WHO 2011). Stigma and discrimination are still considerable barriers
(Lawrence et al. 2015). As important, the lack of gender specificity in policy, service delivery and clinical
practice is clearly detrimental to improving outcomes (Doyal 2002, Kulkarni 2012).
Next Steps
• Federal, state and territory governments and PHNs should set ambitious, gendered targets to close the
gap in life expectancy between women and men with mental illness and the rest of the population. This
should include including additional, gendered actions in relation to Aboriginal and Torres Strait islander
women.
• Federal, state and territory governments, PHNs and service providers should identify barriers to service
access by women and develop options developed for removing these. The investigation should include
barriers arising from out-of-pocket/co-payment costs, caps on Medicare rebates and geographic location
of services.
• Federal, state and territory governments should collaborate with PHNs and service providers to invest
in evidence-based models of integrated mental and physical health care in primary care and specialist
services.
• Professional and registration bodies should work with the medical royal colleges and to ensure that the
health workforce has the required capabilities to respond to the complex linkages between mental and
physical health in women
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14.1.3 Goal 3: Meeting the needs of women with severe mental illnesses
Women with mental illnesses often experience disjointed, incomplete and disjointed care (Kulkarni 2012).
The evidence summarised in this document documents the many barriers and hurdles to be navigated within
the mental health care systems that can be confusing to vulnerable women and their families (RANZCP
2015; National Mental Health Commission 2015). There is often poor or non-existent communication
between primary care practitioners, inpatient psychiatry units, community mental health facilities and
non-government support services (Sweeney & Shi 2015; Bagnall 2014; RANZCP 2015). Different treatment
approaches with varied goals are characteristics of the system. Individual women can experience with the
mental health system as a series of ‘cliff edges’ (RANZCP 2015).
Psychological and psychiatric treatments are broadly gender-blind or, in relation to medication, both dosages
and guidelines have been derived from clinical trials that have predominately involved male subjects (Kulkarni
2010). Women are more likely than men to receive psychotherapy or other form of talking treatment but
feminist or women-centred perspectives and theories are not mainstreamed in most service provision.
This is particularly problematic given the evidence regarding the contribution of trauma in the aetiology of
mental illness in women. It is critical that techniques, which can take account of the abusive background, are
involved in the therapeutic regime. Similarly the use of cognitive behaviour therapy has been demonstrated
as effective in women with a range of persistent symptoms of number of mental illnesses, including equipping
women to return to work when recovering from mental illness (Notman & Nadelson 2006). A range of
gender-sensitive therapies and social and educational interventions that are specifically designed to enable
women to understand their circumstances have been proven to be effective but are often not available
(Kulkarni 2012).
Since the 1960s, psychiatry inpatient units in Australia have housed male and female patients together. Mixed
gender wards are common practice in both the public and private sectors leading to a number of incidents
of assault on women patients (Kulkarni 2012). It is thought that levels of abuse and violence in inpatient units
have worsened in recent years, in part to do with the increasing level of disturbance seen in people admitted
to hospitals and treated in mixed gender wards. At the same time, lengths of stay have shortened and rates
of readmission have increased (Quirk et al. 2006). In a 2006 survey of women treated in public psychiatry
inpatient units in Victoria a high number of women reported feeling unsafe or having experienced aggressive
behaviour from male patients including sexual and physical assault (VMIAW 2008). The continued practice
of treating male and female patients in mixed settings flies in the face of best practice in treating women
patients with severe mental illness. This requires urgent, corrective action at federal and state levels.
Next Steps
• Federal, state and territory governments, PHNs and service providers should ensure that all existing and
new psychiatric inpatient facilities be redesigned or designed to provide gender segregation and ensure
the safety, privacy and dignity of both male and female inpatients
• Federal, state and territory governments, PHNs and service providers should take steps to ensure that
the increasing numbers of women with severe mental illnesses being managed in community settings
have access to appropriate, non-discriminatory and culturally-sensitive services and set out plans for
gender-mainstreaming in all mental health provision, to the benefit of both men and women. Women
need dedicated, integrated, empowerment orientated services at every level if they are to have the best
chance of overcoming their mental health difficulties
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14.1.4 Goal 4: Mainstreaming a preventative approach
New policy needs to incentivise a proactive approach to preventing mental illness amongst the small
population of extremely vulnerable girls and women most at risk of mental illness as a consequence of
abuse and trauma. There are some serious limitations in the evidence base in this area; nonetheless there
is a compelling case for a strategic approach capable of diverting these women from life-long trajectories
of severe illness and continued exposure to multiple risks. Some of the strongest evidence relates to the
early years, including some findings which suggest that early years’ interventions may particularly benefit
girls. However, current interventions in the early and primary years appear to be particularly ‘gender-blind’
(McNeish and Scott 2014). The evidence from service evaluations and research with women at risk supports
a model of integrated, holistic, one-stop, women-centered services as effective in promoting and sustaining
engagement and being highly valued by women at risk even though the evidence for achieving specific
outcomes is underdeveloped currently (Kulkarni 2012).
There is strong evidence for the effectiveness of preventative interventions, targeted on women experiencing
stress or relationship difficulties in the perinatal period. These interventions, which may divert women and
children from long mental ill health ‘careers’ should be drawn into routine practice in maternal and child
health services (Judd et al. 2009).
Integrated service responses and new ways of working provide the corner-stone of a strategic prevention
initiative with major implications for workforce capabilities and composition including a review of the
prevention role of maternal and child health nurses, midwives and others. Practice needs to shift to integrate
preventative interventions including proactive identification, monitoring, screening and medications
management as well as health education and health promotion, particularly smoking cessation support in
mainstream primary care settings, maternal and child health settings and in hospitals as well as in specialist
mental health settings (WHO 2012)
Next Steps
• PHNs and service providers should work together to support the development of locally relevant strategic
prevention initiatives, paying particular attention to workforce capabilities and composition, including a
review of the mental health promotion and illness -presentation roles of maternal and child health nurses,
midwives and others. Identification of effective models is also needed for both primary and secondary
prevention in mainstream primary care settings, maternal and child health settings and in hospitals.
• PHNs and service providers should work together to develop options for integrating preventative
interventions, including proactive identification of women at risk of poor mental health, monitoring,
screening and medications management as well as health education and health promotion, particularly
smoking cessation support at all levels of mental health care and treatment.
• State and territories governments should incentivise PHNs and local councils in establishing effective
partnerships to assess the feasibility of developing population–focused, gendered mental health
improvement strategies and place-based prevention initiatives.

14.1.5 Goal 5: Investing in research and service innovation
A strategic national mental health research strategy is required to provide a framework to ensure better
accountability in spending on public mental health and primary care services. This can be achieved through
identification and evaluation of preventative measures and treatments and management regimes that are
cost-effective, sustainable and publicly credible. New policy will be strengthened by a commitment to invest
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in a strategic gender-sensitive research plan to clarify and, if possible, quantify the gender-based risks for
chronic mental and physical illness and the impact of gender-based primary and secondary prevention
initiatives. There is a particular paucity of information about the risk and protective factors for Aboriginal and
Torres Strait Islander women’s mental health which needs to be addressed as a matter of urgency to support
the Closing the Gap initiatives (COAG 2016). Much better information is required about the effectiveness
of interventions in diverse settings and locations and for key groups including Aboriginal and Torres Strait
Islander women, migrants, LBTI women and older women. This should include evaluation of policies and
programs and their impacts.
Federal, state and territory governments should invest in research to identify the numbers and characteristics
of women and girls most at risk of mental illness and collaborate with PHNs and specialist services to support,
evaluate and showcase integrated, holistic women-centered services for women at risk. The following steps
are proposed in translating that commitment into policy action.
Next Steps
• Federal, state and territory governments should invest in research to identify the numbers and
characteristics of women and girls most at risk of mental illness and collaborate with Primary Care
and Mental Health network and specialist services to support, evaluate and showcase integrated,
holistic women-centred services for women at risk. The following steps are proposed in translating that
commitment into policy action.
• Increase PHNs’ access to health and service utilisation informatics. This should include proposals and
incentives for making full use of existing datasets, including the Australian Longitudinal Survey of Women’s
Health and other longitudinal studies, as well as Medicare, prenatal and hospital data and investment in data
collection and data sharing. This would support the development of a stepped care approach, determine
the characteristics of women most at risk of poor mental health and specify, plan, commission and deliver
clinically and cost-effective services and interventions and assess the equity of current arrangements.
• Encourage routine analysis and reporting of gender differences in research findings.
• Influence the agendas of research funders to give a higher priority to studies that explore issues of gender
and risk and the experiences of different groups of culturally and linguistically diverse women and girls,
Aboriginal and Torres strait Islander women and girls, and to older cohorts women.
• Invest in pilots of interventions based on existing evidence (some cited in this paper) to expand the
evidence base on effective services for women and girls across the whole life course.
• Implement sustainable long-term funding strategies for well-evaluated programmes.
• Develop outcome frameworks across services for girls and women at risk to enable more substantial
evaluation to be implemented.
• Advocate for replication of initiatives which have been robustly evaluated elsewhere (largely in the US) to
assess their suitability to the Australian context and likely impact on girls and women

14.2 Three underpinning drivers
Within one year - to have committed further investment into building the science base through research into
the causes and consequences of women’s mental distress and the evidence for what works and to provide
support for transition from pilot projects to full-scale implementation of new approaches.
Within two years - to have developed and begun to implement a strategic approach to embedding capability
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for gender-sensitive practice for mental health specialists, primary care clinicians and staff in community and
secondary health care services including maternal and child health services and hospitals.
Within three years - to have developed locally/regionally and culturally-relevant gender-sensitive care
pathways including integrated service models capable of responding holistically to individual girls and women
across the life course.

15. Endnote
Not all unhappiness can be prevented. Sadness, grief and loss are as integral to the experience of both women
and men as joy, elation and fulfilment. The function of the new social policy proposed in this paper is not the
regulation of human emotion but to create the conditions for the well-being of the whole population and
establish protections against a range of risk factors. Whilst individual resilience is essential to overcoming the
obstacles that inevitably occur along the life course, the development of resilience cannot be left to chance.
A range of factors are involved in the development of both individual and community resilience including a
good start in life, good education, access to good healthcare, freedom from poverty, abuse and violence and
meaningful employment. There is a critical need for high-quality treatment and other forms of support when
individuals, groups and communities are overwhelmed. Conversely, an equally broad range of risk factors
bear down on individuals, groups, communities and populations. These include the experience of childhood
trauma, poverty and lack of access to health and education services, economic insecurity, homelessness,
intimate partner violence, racism, gender-discrimination, misogyny –and many more. These all have the
potential to undermine resilience and the potential for good population mental health and wellbeing. Many
of these risks can be prevented or ameliorated through social policy.
This paper cites the extensive evidence that the risks for and patterns of mental illness vary amongst men
and women and argues for an explicit commitment to new policy aimed at improving mental health amongst
women in Australia. This does not mean that women and men need to compete with each other for attention
or resources on this issue but reflects the fact that that there is, currently, particularly poor understanding
of women’s mental health needs and poor prevention, treatment and management as a consequence. The
gendered nature of vulnerabilities and exposure to risks derives from biological differences and socially and
economically-constructed differences including the different social roles and expectations of both men and
women. Women in modern Australia bear a relentless burden of complex responsibilities; especially those
who attempt to combine a working life with motherhood or care-giving.
It is vital that future policy is gendered and takes a life course approach, recognising that risks fluctuate
across the life course and that good mental health is important to women of all ages. Good mental health
amongst women is an important asset for Australian society and economy as well as to individuals. Genderblind policy approaches stem from incomplete analyses of causes and consequences and, as a result, lead
to poor targeting of resources and ineffective policy. This is costly and inefficient and impacts on women’s
productivity in both the formal and informal economies. Australia has much to gain from improvements in
mental health outcomes amongst women. There is an opportunity now, with the development of the Fifth
National Mental Health Plan, to take advantage of decades of world-leading research and innovation and
commit to making a measurable improvement in women’s mental health in the future. Making the most of
this opportunity requires ground-breaking policy, capable of addressing the full complexity of the risk and
protective factors for women’s mental health and robust commitment to changing course.
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